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ABSTRACT
Hodges, Jason, Robert. Ph.D. The University of Memphis. May 2016. Gender
Differences in Barriers to Colorectal Cancer Screening among African American Adults in the
Mid-South of United States. Major Professor: Satish Kedia, Ph.D.
Colorectal cancer (CRC) is the third most commonly diagnosed cancer and third leading
cause of cancer-related mortality in the United States. While overall CRC rates have been in
decline since the 1960s, these declines are not observed equally across all racial/ethnic groups.
Specifically, African Americans exhibit disparities in CRC incidence, stage of diagnosis, and
survival. Additionally, African Americans have lower rates of CRC screening uptake when
compared to Whites. This health protective behavior has been proven to lower CRC mortality, so
it is paramount we understand barriers to engagement in CRC screening. The research literature
provides some knowledge of commonly faced barriers, however, there is a gap in understanding
the differences in barriers to screening as experienced among African American men and women
who have never been screened for CRC. To explore these questions, a qualitative study design
was used. A total of 32 African Americans, 17 men and 15 women, participated in a semistructured interview to learn about potential gender differences in barriers to screening as well as
to learn about any barriers not currently found in the literature. Findings resulted in the discovery
of barriers experienced by African American men, which were linked to ideas of masculine
identity and norms. These included: stigma and embarrassment, not engaging in preventative
healthcare, and not believing in the preventability of cancer overall. African American women
were more likely to identify health behaviors to prevent cancer, willing to undergo invasive
medical procedures like a colonoscopy, and believe that cancer is preventable. Implications of
these findings on CRC screening interventions as well as future research are also explored.
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Chapter 1: Introduction and Background
Introduction
According to the Centers for Disease Control and Prevention (CDC), colorectal cancer
(CRC) was the third most common cancer reported in the United States (US) with an age
adjusted incidence of 41.9 per 100,000 persons during 2008-2012. CRC is also the third leading
cause of cancer-related death at a rate of 15.5 per 100,000 during these years (U.S. Cancer
Statistics Working Group, 2015). In 2012, the CDC estimated that over 1.1 million people were
living with CRC in the US. These incidence and mortality rates are alarming given that for CRC,
relative to other forms of cancer, there are several reliable screening tests available that not only
provide early detection, but also provide opportunities to prevent the development and
progression of CRC, thus, increasing the likelihood of survival (American Cancer Society
[ACS], 2005; Gupta et al., 2014).
Engagement in early CRC screening and adhering to guidelines for follow-up screenings
are critical in addressing this public health issue. In fact, Healthy People 2020 has made CRC
screening one of its top priorities, seeking to increase screening rates among eligible adults from
52.1% in 2008 to 70.5% by 2020 (U.S. Department of Health and Human Services, 2015). Given
the importance public health professionals have placed on CRC screening, understanding the
barriers and facilitators to screening among populations at highest risk for CRC is vital to
reducing the mortality rates attributable to this disease. Furthermore, like many other public
health issues, certain segments of the population disproportionately bear the burden of CRC
morbidity and mortality, in addition to, limited access to health promoting benefits that may
reduce one’s chance of dying from CRC.
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Background and Significance
Brief Description of Colorectal Cancer
Colorectal cancer develops within the inner most layer of the colon or rectum (ACS,
2005). The walls of the digestive tract contain four layers of tissue: mucosa, submucosa,
muscularis propria, and serosa (ACS, 2005). The inner most layer where CRC develops is the
mucosa (ACS, 2005). Part of the mucosa contains a layer of cells lining the surface of the colon
and rectum called epithelial cells (ACS, 2005). This cell layer is where the majority of cancers
develop (Cappell, 2005). Given these cells are in constant contact and exposure to everything
that passes through the digestive tract, much of the focus on the causes of CRC centers on dietary
intake (ACS, 2005).
Typically, CRC begins with the development of a non-cancerous polyp (ACS, 2005). A
polyp is a growth that occurs on the epithelial lining within the colon or rectum (ACS, 2005). If
cancer establishes itself within the polyp, it can grow and spread into the walls of the colon or
rectum (ACS, 2005). As the cancer cells spread, it may reach the circulatory system and
metastasize, or begin growing in other parts of the body (ACS, 2005). This potential for
metastasis highlights the importance of following guidelines for early CRC screening in order to
discover polyps prior to their development into cancer (ACS, 2005).
Most CRC screening tests involve the identification and in the case of the colonoscopy,
removal of existing polyps within the colon or rectum. (ACS, 2005) There are three main types
of polyps that could develop in the colon and rectum: inflammatory polyps, hyperplastic polyps,
and adenomatous polyps (ACS, 2005). Adenomas are the polyps most likely to develop into
cancer and are the most commonly found polyps in adults over 50 years of age (Levin et al.,
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2008). However, the majority of adenomatous polyps do not develop into cancerous polyps
(Levin et al., 2008).
Colorectal cancer can develop in various parts of the colon and rectum. According to the
ACS, 25% to 30% of all colorectal cancers are located in the rectum, 20% to 25% are found in
the sigmoid colon, 15% to 20% arise in the cecum, and the remaining are evenly distributed
among the ascending, transverse, and descending colon (ACS, 2005). CRC is a relatively slow
forming cancer, taking approximately 10 to 20 years from normal to cancerous cell development
reinforcing the importance of early screening for reducing CRC morbidity and mortality (ACS,
2005).
Colorectal Cancer Incidence & Mortality
Colorectal cancer is one of the top three most commonly diagnosed cancers in the United
States as well as the third leading cause of cancer-related deaths in the US (Gupta et al., 2014;
Schneider, 2009). However, these overall rates mask the disparities that exist among various
races and sexes in this country (Schneider, 2009). As Table 1 shows, CRC incidence and
mortality are disproportionately distributed among different racial and ethnic groups. Based on
the most recently available data, African Americans are more likely to be diagnosed with CRC
and have a higher likelihood of succumbing to the disease (U.S. Department of Health and
Human Services, CDC and NCI, 2015). Table 2 shows that this trend continues when examining
incidence and mortality by sex (U.S. Cancer Statistics Working Group, 2015). African American
men and women have both higher incidence and mortality rates compared to all other ethnic
groups. These data point to the significant health disparities African Americans face with regards
to CRC.
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Table 1
CRC Incidence and Mortality Rates for 2008- 2012 by Race

CRC Rates per 100,000
All Races
White
Black
Asian/Pacific Islander
American Indian/Alaskan Native
Hispanic

Incidence
41.9
40.9
49.7
33.5
31.0
36.8

Mortality
15.5
15.0
21.4
11.0
12.5
12.2

Source: U.S. Cancer Statistics Working Group. United States Cancer Statistics: 1999–2012 Incidence and
Mortality Web-based Report. Atlanta: U.S. Department of Health and Human Services, Centers for Disease
Control and Prevention and National Cancer Institute; 2015. Available at: www.cdc.gov/uscs.
Table 2
CRC Incidence and Mortality Rates for 2008-2012 by Sex

CRC Rates per 100,000
Men
White
Black
Asian/Pacific Islander
American Indian/Alaskan Native
Hispanic
Women
White
Black
Asian/Pacific Islander
American Indian/Alaskan Native
Hispanic

Incidence
44.8
43.7
53.8
36.2
31.0
41.0
34.1
33.2
39.7
26.5
26.4
28.5

Mortality
17.6
17.1
25.5
12.7
11.6
15.0
12.4
12.0
16.2
9.4
10.7
9.3

Source: U.S. Cancer Statistics Working Group. United States Cancer Statistics: 1999–2012 Incidence and
Mortality Web-based Report. Atlanta: U.S. Department of Health and Human Services, Centers for Disease
Control and Prevention and National Cancer Institute; 2015. Available at: www.cdc.gov/uscs.

Disparities in CRC Rates
As previously discussed, CRC is a commonly occurring cancer in the US. Overall, these
rates appear to be on the decline. Since 1975, the CRC incidence rate has dropped from 59 per
100,000 in 1975 to 38 in 2012 (National Cancer Institute [NCI], 2015). The mortality rates have
shown a similar decline from 28 per 100,000 in 1975 to 14 in 2012 (NCI, 2015). These declines
are evidence of the improvement of both screening and treatment for CRC and is a sign of
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improvement in cancer prevention and control. However, these positive overall trends hide
persisting disparities found in many health outcomes in the US, including CRC.
A recent article found that while CRC mortality rates were observed to be on the decline
nationally, this decline was less evident in the southern region of the US (Naishadham,
Lansdorp-Vogelaar, Siegel, Cokkinides, & Jermal, 2011). In addition to regional disparities, age,
race, ethnicity, gender, and socioeconomic factors were found to have a strong relationship with
CRC’s stage at diagnosis, incidence rates, and survival rates (Schneider, 2009). African
Americans have a higher incidence of CRC, are more likely to be diagnosed with an advanced
stage of disease, and have shorter survival time even after controlling for health insurance
coverage and other sociodemographic characteristics (Schneider, 2009). Additionally, as CRC
mortality declined by 39% for White men since 1960, the rate has actually increased by 28% for
African American men (Soneji, Iyer, Armstrong, & Asch, 2010). The stark disparities observed
with African Americans in the U.S. point to a need to understand the individual, organizational,
and societal level factors influencing CRC screening among this subpopulation.
CRC in the Mid-South of the United States
Data reported by the Tennessee (TN) Department of Health reflect the national trends in
CRC mortality disparities. The annual CRC mortality rates in TN for 2008-2012 were 26.3 per
100,000 for African Americans and 17.6 per 100,000 for Whites (NCI, State Cancer Profiles,
1999-2012). A disparity trend is also evident in CRC incidence among African Americans (52.9
per 100,000) and Whites (41.9 per 100,000) in TN in 2008-2012 (NCI, State Cancer Profiles,
1999-2012).
These trends continue when examining the rates by race and sex. African American
men’s CRC incidence rate during these years (2008-2012) was 63.7 cases per 100,000 while
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White men experienced a 48.6 cases per 100,000 incidence rate. Mortality rates were similar as
well – for African American men 34.6 cases per 100,000 and for White men 20.1 cases per
100,000. Women showed the same disparities in both incidence and mortality. In Tennessee,
African American women had an incidence rate of 45.7 cases per 100,000, higher than rates for
White women of 36.4 cases per 100,000, and a mortality rate of 21.3, also higher than White
women’s mortality rates of 13.9 cases per 100,000. Examining CRC mortality rates within
Shelby County in TN demonstrates additional evidence of health disparities. In the combined
years of 2006-2010, Whites living in Shelby County reported a CRC incidence rate of 43.4 cases
per 100,000, while African Americans had an incidence rate of 58.8 cases per 100,000 (NCI,
State Cancer Profiles, 2006-2010). These disparities are further exacerbated when we examine
the sub-county level data for Shelby County. The CRC age-adjusted incidence rates by zip codes
in Shelby County provides further evidence of sub-county level disparities. Using mapping
techniques to spatially examine CRC data, we can overlay this information with US Census data
to explore for patterns. As Figures 1, 2, 3 demonstrate, CRC incidence (see Figure 1) and
mortality (see Figure 2) rates by zip code are highest in those zip codes that have high
percentages of poverty (see Figure 3) and high percentages of individuals identifying as African
American (TN Department of Health, 2012; U.S. Census Bureau, 2012). This disparity
underscores the need for local public health agencies to examine sub-county level data (i.e., zip
codes, census tracts, etc.) to properly target limited public health dollars to those areas with the
highest need for CRC interventions.
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Figure 1. CRC Incidence by zip code.
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Figure 2 2005-2011 CRC Mortality by Zip Code
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Figure 3 2008-2013 Poverty Level by Zip Code
The geospatial data presented above point to the significance of CRC as a public health
concern both nationally, at the state level, and locally in the Mid-South. More specifically, the
disparities observed at the national, state, and local levels highlight the need for a focus on CRC
in African American populations over the age of 50 in order to reduce the burden of disease in
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this population. As was previously mentioned, CRC screening is one such intervention that could
help in reducing CRC morbidity and mortality among African Americans.
Risk Factors for Colorectal Cancer
There are different types of genetic syndromes which are linked to the development of
colorectal cancer. These include: hereditary non-polyposis colorectal cancer (HNPCC) or Lynch
syndrome, familial adenomatous polyposis, juvenile polyposis, and Peutz-Jeghers syndrome
(Cappell, 2005). The presence of genetic mutations in an individual puts him/her at a
significantly greater risk for developing CRC. For example, the lifetime risk attributed to
hereditary non-polyposis colorectal cancer (HNPCC) has been found to be roughly 80%
(Dunlop, 2002). However, while these genetic predispositions place someone at greater risk of
developing CRC, they are not particularly common causes of CRC. The most common of these
genetic risk factors, HNPCC, accounts for only 2% to 3% of all CRC cases (Dunlop, 2002). It is
important to note the existence of these genetic risk factors, especially for individuals with a
familial history of CRC; however, a good deal of the literature around the causes of CRC points
to lifestyle factors such as, diet and physical activity (Doll & Peto, 1981; Feng et al., 2016;
Slattery et al., 2002).
Diet has long been considered a leading contributor to CRC risk and a focus for public
health interventions targeting this cancer. In 1981, Doll and Peto estimated that nutrition
accounted for 70% to 90% of all cancer cases (Doll & Peto, 1981). A more recent study
concluded that an estimated 12% of all CRC cases could be attributed to diet alone (Slattery et
al., 2002). A recent meta-analysis found that a western-style diet (i.e., high in red meat, high fat
foods, and low on fruit/vegetable intake) was linked with an increased risk of CRC (Feng et al.,
2016).
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This potential link between diet and CRC risk has been supported by additional studies
on specific food groups. In a matched cohort study, individuals with colon cancer were observed
to consume less fruits, vegetables, and dietary fiber compared to their non-CRC matched
counterparts (Satia-Abouta, et al., 2003). Interestingly, in a similar follow-up study, only Whites
demonstrated a significant reduction in CRC risk when consuming more fruits and vegetables
than their matched counterparts with CRC (Satia et al., 2009). Similar to studies of fruit and
vegetable intake, case-control studies examining the role of meat consumption and CRC risk
have been mixed. One meta-analysis, conducted by Norat, Lukanova, Ferrari, and Riboli (2002)
concluded individuals consuming greater levels of red and processed meats increased their risk
of developing CRC by 33%.
As mentioned above, Feng et al. (2016) when examining data from 40 clinical studies
meeting the author’s criteria for inclusion, found that individuals consuming a high red meat,
high fat diet had an odds ratio of 1.4 (CI: 1.26-1.56; p<0.00001) for being diagnosed with CRC
when compared to their counterparts who consumed higher amounts of fruits and vegetables.
Conversely, an eleven year longitudinal cohort study found no significant link between red meat
consumption and risk of CRC (Flood et al., 2003). Despite these mixed results, public health
researchers have reached consensus that red, processed, fried, grilled, and broiled meat intake
play a role in CRC risk, but well-designed randomized clinical trials around food consumption
are difficult to carryout (Pericleous, Mandair, & Caplin, 2013). Regardless, this suspicion of the
role of diet on the risk of CRC is important to consider as African Americans and individuals
living in poverty are less likely to consume fresh fruits and vegetables compared to Whites from
higher socioeconomic levels (Moore et al., 2015).
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Screening for Colorectal Cancer
The current recommendations for CRC screening for individuals at average risk are
outlined in Table 3. Generally, individuals should begin participating in CRC screening at 50
years of age. It should be noted that in 2008, the American College of Gastroenterology updated
their recommendations for Guidelines for Colorectal Cancer Screening stating that African
Americans should begin CRC screening at the age of 45 years; five years earlier than the general
population (Rex et al., 2009). However the ACS maintains their guidelines for CRC screening to
begin at age 50 for all average risk individuals, including African Americans (ACS, 2013).
The ACS has a list of revised CRC screening tests and timetables for individuals
considered to be at an increased risk for developing CRC (ACS, 2013). A person is considered at
increased risk if he/she 1) has a history of polyps in previous screening tests, 2) has a family
history of CRC, 3) personal history of CRC, or 4) history of familial adenomatous polyposis or
hereditary non-polyposis colon cancer (ACS, 2005)
Table 3
ACS Screening Recommendations

Screening Test

Time Points

Fecal Occult Blood Test (FOBT)

Every year

Fecal Immunochemical Test (FIT)

Every year

Stool DNA Test

Every 3 years

Flexible Sigmoidoscopy

Every 5 years
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Notes
Colonoscopy should be done if test
results are positive
Colonoscopy should be done if test
results are positive
Colonoscopy should be done if test
results are positive
Colonoscopy should be done if test
results are positive
(Table Continued)

Screening Test

Time Points

Notes

CT Colonography

Every 5 years

Colonoscopy should be done if test
results are positive

Colonoscopy

Every 10 years

Source:http://www.cancer.org/cancer/colonandrectumcancer/moreinformation/colonandrectumcancerearlydetection/colorectalcancer-early-detection-acs-recommendations. Accessed on July 10th, 2015.

As shown above, there are a number of recommended tests and evaluations available for
early screening and detection of CRC. Within the literature, there has been a great deal of
research examining acceptance, efficacy, and reliability of these screening tests (Benton,
Seaman, & Halloran, 2015; Carroll, Seaman, & Halloran, 2014). These debates include issues
such as, insurance coverage of various tests and time points of specific tests (Benton et al., 2015;
Carroll et al., 2014). This research, including the advantages and disadvantages of each screening
and their acceptability, will be examined more thoroughly in the subsequent chapter; however, a
general background and description will be provided below.
Fecal Occult Blood Test
The fecal occult blood test (FOBT) is one of the most common methods of screening for
colorectal cancer (ACS, 2005). The FOBT’s purpose is to scan for the presence of any traces of
blood that may be present in an individual’s feces (ACS, 2005). The rationale for using this as a
screening mechanism for CRC is due to the development of adenoma polyps (ACS, 2005).
Adenomas contain fragile blood vessels at their surface that can become compromised during the
passage of feces through the colon (ACS, 2005). When these adenomas are damaged they release
a small amount of blood that is not detectable by sight (ACS, 2005). The FOBT is able to test for
this occult blood in the stool, which would alert doctors to the potential presence of a cancerous
polyp (ACS, 2005).
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The FOBT is a non-invasive screening process and requires no preparation of the
intestines prior to testing (ACS, 2005). Typically, this test is done at home with a special FOBT
kit (ACS, 2005). An individual undergoing the test is asked to provide a specimen from three
separate bowel movements (ACS, 2005). These specimens are then smeared on a testing card
and returned to the clinician’s office or sent to a medical lab (ACS, 2005). In instances where
blood is found in the sample, patients are asked to follow-up with the findings and undergo a
colonoscopy to confirm the presence of polyps (ACS, 2005).
Fecal Immunochemical Test
The fecal immunochemical test (FIT) is very similar to the FOBT in process and sample
extraction (ACS, 2005). Like the FOBT, the FIT uses a fecal specimen as a sample in order to
detect the presence of occult blood, thereby inferring the potential presence of a polyp (ACS,
2005). Where the FIT differs from the FOBT is in the testing sensitivity (ACS, 2005). The FIT is
more sensitive and accurate at detecting human blood in the stool whereas the FOBT does not
distinguish between human blood and animal blood, which may be present when an individual
has consumed meat (ACS, 2005). The FIT method is becoming a more commonly preferred
screening method over the FOBT due to this level of accuracy and will be discussed further in
Chapter 2 (ACS, 2005).
DNA Stool Test
The DNA stool test is an emerging screening method for CRC (ACS, 2005). Similar to
the FOBT and FIT methods, the DNA test utilizes a stool sample in its procedure (ACS, 2005).
However, the DNA stool test is not scanning for the presence of blood rather the presence of
DNA that could be shed by polyps within the colon (ACS, 2005). Additionally, the DNA test
requires a complete stool sample rather than a smear like the FOBT and FIT (ACS, 2005). The
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current recommendation for this test is every 3 years and requires a colonoscopy follow-up if the
screening results are positive (ACS, 2005). However, this screening is not nearly as common as
the two previously mentioned fecal screening methods (ACS, 2005). This is primarily due to the
higher cost of the DNA test and the fact that there is not one specific test widely used (U.S.
Preventative Services Task Force, 2014).
Overall, these fecal based blood tests are highly effective in reducing CRC mortality,
contributing to a 33% reduction in CRC related deaths when followed by a colonoscopy (ACS,
2005). In terms of sensitivity, fecal-based screeners have shown to catch one in four cases of
CRC (ACS, 2006). Additionally, population-based interventions aimed at increasing screening
uptake using these methods have been shown to be successful in clinical trials. For example,
Green et al. (2013) found that linking mailings, which contained FOBt kits with instructions, to a
patient’s electronic medical record information led to a doubling of persons engaging in FOBt
screening every two years when compared to a control group who did not receive a mailing. In a
similar study in Washington State, researchers found that mailing a one-stool sample FIT kit to
eligible patients in need of screening, along with detailed instructions, were significantly more
likely to be returned than the multiple stool FOBT test, which require multiple separate stool
samples (Chubak et al., 2013).
The literature shows promising evidence of these screening tests in identifying CRC.
Namely, they are an efficacious, well-received, low-cost, and non-invasive option particularly
when compared to more invasive screening procedures such as the sigmoidoscopy or
colonoscopy (Benton et al., 2015; Carroll et al., 2014). However, these simpler screens still
require patients to follow-up any positive results by scheduling a sigmoidoscopy or colonoscopy.
Further contradicting the promise of these non-invasive tests, is that the necessary follow-up has
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been shown to be an issue for compliance, particularly among uninsured and/or lower income
patients (Rao, Schilling, & Sequist, 2009). This points to the importance of understanding the
barriers and facilitators to colonoscopy uptake among higher risk populations since, ultimately,
these more invasive procedures are necessary for any final diagnosis of CRC.
CT Colonography or Virtual Colonoscopy
Like the DNA stool screen, the CT Colonography is a relatively new method for
screening for CRC (ACS, 2005). This method involves conducting a CT scan of the colon to
provide images of the colon (ACS, 2005). A radiologist will then interpret the findings of these
images. Similar to the sigmoidoscopy and colonoscopy, the procedure requires a bowel
preparation (ACS, 2005). Unlike the previous two, the CT Colonography does not require
sedation (ACS, 2005). This screening method is not currently recommended for widespread use
by the ACS (ACS, 2005).
Flexible Sigmoidoscopy
The flexible sigmoidoscopy is an endoscopic procedure that involves the use of a
sigmoidscope, which is inserted through the rectum to view part of the colon (ACS, 2005). The
sigmoidscope is a two-foot long tube containing a light and camera, which is linked to a video
for the physician to observe (ACS, 2005). The sigmoidoscopy provides an overview of the lower
third of the colon in order to scan for the presence of polyps (ACS, 2005). If polyps are found,
the clinician has the capability of removing the polyp (ACS, 2005) Generally, if a polyp is
discovered the patient will be required to undergo a colonoscopy to scan the upper portion of the
colon for additional polyps (ACS, 2005).
The procedure involves preparation in order to cleanse the colon (ACS, 2005). If the
colon is not adequately cleansed, the clinician will be unable to examine the colon for the

16

presence of polyps (ACS, 2005). The cleansing process can take several forms (ACS, 2005).
Commonly, this involves a prescription of PEG/Electrolyte, NuLYTELY, GoLYTELY, or
CoLyte. These preparation laxative liquids empty out the colon in advance of the procedure to
allow for clearer vision (ACS, 2005). Additionally, patients undergoing the sigmoidoscopy will
typically be asked to adhere to certain dietary restrictions prior to the procedure (ACS, 2005).
These include abstaining from solid foods one day before the procedure and refraining from
consuming certain difficult to digest foods such as beans or nuts three days before the procedure
(ACS, 2005).
The sigmoidoscopy procedure itself takes about 20 minutes to complete (ACS, 2005). If
no polyps are detected in the initial procedure, individuals over 50 are recommended to repeat
the sigmoidoscopy every 5 years (ACS, 2005). Generally, the sigmoidoscopy is better tolerated,
can be conducted in a primary care setting, requires a less intensive bowel preparation process,
and can be completed without sedation (Carroll at al., 2014). While it might appear limiting to
only cover the lower third of the colon, this is where roughly 60% of cancers of the colon and
rectum begin (Cappell, 2005). Additionally, sigmoidoscopies have been shown to reduce the risk
of death from CRC by 60% to 80% (ACS, 2006). Despite these procedural benefits over the
colonoscopy, many patients are still referred for a colonoscopy after an initial abnormal
sigmoidoscopy result (Carroll at al., 2014).
Colonoscopy
The colonoscopy is similar to the sigmoidoscopy in overall procedure and preparation
(ACS, 2005). The primary difference is the length of the tube being inserted through the rectum
(ACS, 2005). The colonoscopy involves the direct observation of the entire colon lining (ACS,
2005). This procedure also allows for both diagnosis and treatment during the same session
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(ACS, 2005). If a polyp is discovered during the exam, the clinician can conduct a polypectomy
to remove the polyp (ACS, 2005). The removed polyp will then be sent to a lab to be examined
for cancerous cells (ACS, 2005).
Unlike the sigmoidoscopy, a majority of patients are sedated for the colonoscopy (ACS,
2005). This sedation requires more vital sign monitoring and requires the patient have a family
member present to drive him/her home after the procedure is completed (ACS, 2005). Patients
are typically asked to refrain from operating machinery and/or return to work until a full 24
hours after the completion of the procedure (ACS, 2005). If no polyps are found, patients are
recommended to complete a follow-up colonoscopy every 10 years (ACS, 2005).
While deemed to be the more invasive, costly, and demanding in terms of patient
preparation, the colonoscopy ranks as the most comprehensive of the CRC screening options by
accurately identifying CRC over 90% of the time (ACS, 2006). Furthermore, given the accuracy
of the colonoscopy, follow-up tests are typically not required for 10 years in cases of normal
screening results. Despite these benefits, colonoscopies are also the highest risk screening test for
CRC given its potential for bowel perforation and bleeding as well as the complications
associated with sedation (Carroll et al., 2014). Another drawback to this screening approach,
colonoscopies have been found to be the least preferred screening test for CRC by patients when
compared to other methods in a few studies (DeBourcy et al., 2008; Gupta et al., 2013; Wolf et
al., 2015).
This last piece of evidence in the literature is the most relevant to the questions proposed
in the current study. There are obvious, rationale explanations for the preference towards some of
the CRC screening options, including less invasive nature of fecal based tests and the ability to
conduct these tests at home. Less certain are the factors public health practitioners can modify in
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order to overcome the low preference or acceptance of colonoscopies to better design screening
interventions aimed at reducing disparities in CRC mortality among African American men and
women. Furthermore, little is known about the potential variation in barriers among African
American men and women. Exploring these potential differences could help point to the need for
more targeted interventions based on gender in this underserved population. Therefore, it is
important to examine the existing literature to understand the current knowledge on barriers and
facilitators to CRC screening and explain how the current study will shed light on the gaps in the
literature.
Screening Summary
As outlined above, there are several approaches to early screening for CRC; however,
screening rates remain low especially among high-risk populations. Table 4 below shows the
most recently available trends for screening uptake nationwide, as found in the CDC Behavioral
Risk Factors Surveillance Survey (BRFSS) in 2012. Table 5 provides recent data for the state of
TN.
Table 4
CRC Screening Uptake Nationwide

Nationwide 2012

African
American

White

All
Men

All
Women

Ever had a sigmoidoscopy or colonoscopy

66.1%

69.3%

65.7%

68.3%

Had Blood Stool Test w/in last 2 years

17.5%

14.1%

14.4%

14.3%

African
American

White

All
Men

All
Women

Ever had a sigmoidoscopy or colonoscopy

61.2%

69.1%

64.5%

70.5%

Had Blood Stool Test w/in last 2 years

13.3%

15.7%

14.2%

16.4%

Table 5
CRC Screening Uptake in Tennessee

Tennessee 2012
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Given the difficulty of obtaining reliable CRC screening rates at the county level, we can
look to these trends and hypothesize that rates of screening uptake likely exhibit disparities
among African Americans in the Mid-South. Additionally, there appears to be a disparate rate of
screening uptake among men and women overall. For example, a higher percentage of women
report receiving a sigmoidoscopy or colonoscopy (70.5%) than men (64.5%) in Tennessee.
Summary
In conclusion, CRC is a common but preventable and curable cancer that lends itself to
appropriate and effective public health interventions. In addition to the public health significance
of this cancer, CRC affects African Americans disproportionately. A reliable approach to the
prevention and reduction of CRC mortality includes engaging in various screening methods.
However, despite its effectiveness, overall, CRC screening remains an underutilized activity in
the general population and is especially underutilized by populations most at risk from
developing and dying from CRC – African Americans living in the South. To better address this
public health issue, it is imperative to understand the reasons behind the low rates of screening
uptake among African Americans, whether or not there are differences in barriers among men
and women, and how public health professionals may address these identified barriers to
ultimately reduce CRC disparities. The current study will employ a qualitative approach to allow
for more rich and contextual data to emerge in order to better understand and discover barriers to
CRC screening among African Americans in the Mid-South.
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Chapter 2: Literature Review
Introduction
According to the ACS, it is estimated that in the US over 130,000 new cases of colon and
rectal cancers combined will be diagnosed in 2015 (ACS, 2016). In the same year, an estimated
49,700 deaths will be attributed to CRC (ACS, 2016). Early screening methods and better
treatment options for CRC have contributed to a decline in overall mortality rates, from 28 per
100,000 in 1975 to 14.6 in 2012 (National Cancer Institute, 2015). However, these declines have
not occurred equally for all racial and ethnic groups in the US.
It is known that early detection has a positive impact on 5-year survival rates for CRC.
For example, a Stage I diagnosis of colon cancer is shown to have a 92% 5-year survival rate
during the years of 2004-2010; a Stage IV diagnosis drops to 11% for those same years (ACS,
2015). This points to the significant role early screening plays on a person surviving a diagnosis
of CRC. In this chapter, I discuss the current literature on the scope of CRC disparities, current
knowledge on screening barriers, gender differences in screening behavior, conceptual
frameworks commonly used to understand these behaviors, and relevant gaps in the literature
that this dissertation will aim to explore.
Health Disparities and Health Equity
Given the ubiquity of the terms “health disparities/health inequalities” and “health
equity” within public health, it is important to revisit how these concepts are defined in the
literature. One comprehensive definition of health disparities and health inequity comes from
Paula Braveman,
Health disparities/inequities do not refer to all differences in health. A health
disparity/inequity is a particular type of difference in health (or in the most
important influences on health that could potential be shaped by policies); it is a
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difference in which disadvantaged social groups – such as the poor,
racial/ethnic minorities, women, or other groups who have persistently
experienced social disadvantage or discrimination- systematically experience
worse health or greater health risk than more advantaged social groups.
(Braveman, 2006, p.167)
In a recent article, Braveman points to the need to clarify these terms within public health
because being vague or unclear about the definitions of health disparity and health equity could
potentially redirect already thinning funds and resources in public health interventions aimed at
addressing these disparities (Braveman, 2014). She goes on to define health equity as, “the
principle underlying a commitment to reduce – and, ultimately, eliminate – disparities in health
and in its determinants, including social determinants” (Braveman, 2014, p. 6.)
Taking into consideration the way in which Braveman defines health disparities, one may
easily observe the epidemiological evidence around CRC to conclude that disparities exist
among African Americans in the US, including in the Mid-South. Additionally, clear disparities
exist between men and women and among both African Americans and Whites with regards to
the CRC continuum - from exposure to survival rates post treatment (Kim, 2015). While the
primary focus on this current study is on timely screening for CRC, it is important to briefly
discuss some of the disparities across the cancer continuum in order to acknowledge the
surrounding context and complexity of the factors at work.
Barriers to CRC Screening
The sections below will examine the literature and discuss commonly identified barriers
to CRC screening as well as how these factors are acted upon in public health interventions. For
the purposes of this discussion, the factors explored will mirror the layout of the Interview Guide
used for the data collection in this dissertation study and be grouped by the individual level,
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institutional level, and societal level. This will better allow the reader to understand how the
Interview Guide was developed using the constructs available in the existing literature.
Individual Level Factors on Colorectal Cancer Screening
A number of studies examined the role of individual level factors in the uptake of CRC
screening in the general population. However, there is relatively little work available that
rigorously explores how individual factors play a role in CRC screening behavior among African
Americans. Even fewer studies exist that examine barriers for African Americans who have yet
to engage in any CRC screening activities.
Kiviniemi, Bennett, Zaiter, and Marshall (2011) conducted a systematic review
examining individual-level factors involved in CRC screening and found that the individual level
theories most often utilized were the Health Belief Model (HBM), Theory of Reasoned Action
(TRA)/Theory of Planned Behavior (TPB), and Transtheoretical Model (TTM) (Kiviniemi, et al.,
2011). Based on these theories, a number of individual level constructs were found to be
predictive of CRC screening activities. These included perceived barriers, perceived benefits,
and perceived susceptibility (Kiviniemi et al., 2011). Constructs from the TRA/TPB, including
social norms and attitudes, were also found to be heavily utilized in theory-based screening
interventions (Kiviniemi et al., 2011). Additionally, the TTM’s process of change construct was
relied upon in the development of CRC screening interventions (Kiviniemi et al., 2011).
This systematic review provides a solid foundation for beginning to compile predictive
individual level constructs influential in engaging in CRC screening. However, this review did
not incorporate discussions or data about the use of these constructs specific to certain racial or
ethnic populations, religion, gender, or socioeconomic status. Therefore, findings from this
review should be taken cautiously since a criticism of HBM (where many of the above constructs
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were pulled from) is the uncertainty of its validity across various demographic and cultural
groups (Champion and Skinner, 2008). In addition, the construct of embarrassment, which is not
fully defined by any of the above theories, has been shown to be a barrier to CRC screening
among the general population (Consedine, Ladwig, Redding, & Broadbent, 2011).
As mentioned in the systematic reviews above, the barriers to CRC screening among
African Americans are not well known. Powe et al. (2010) did conduct a systematic review
examining the interventions whose purpose was to increase CRC screening among African
Americans. In this review, authors found that CRC interventions were most successful when they
targeted specific communities and addressed some of the known barriers (e.g., fear, lack of
knowledge, perception of risk for CRC, and access to care) to CRC screening (Powe,
Faulkenberry, & Harmon, 2010).
Powe et al.’s (2010) work, combined with smaller studies of barriers to CRC screening,
can aid in understanding the common barriers expressed by African Americans. In several
qualitative studies, it was found that African American’s fear, lack of trust of the health care
system, and hesitancy towards being sedated during the colonoscopy process were barriers to
CRC screening uptake (Bass et al., 2011; Fyfee, Hudson, Fagan, & Brown, 2008; Good,
Niziolek, Yoshida, & Rowlands, 2010; Griffith, Passmore, Smith, & Wenzel, 2012; Gwede et al.,
2011). African American women in a focus group study, felt their male counterparts were less
likely to get screened due to the perceived sexual connotation of a colonoscopy (Bass et al.,
2011). In a retrospective cohort study, researchers found that those African Americans who
engaged in CRC screening were significantly more likely to have more knowledge of CRC, at a
ready stage of engagement for CRC screening, and were more prevention orientated than their
cohort matches who did not engage in CRC screening (Brouse, Wolf, & Basch, 2008).
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Additionally, Harden, Moore, and Melvin (2011) found that a lack of knowledge about CRC and
CRC screening was a significant factor in determining whether or not African Americans
engaged in CRC screening. Lack of knowledge was also cited as a barrier for the uptake of
screening among African American women in a large qualitative study conducted in North and
South Carolina (McAlearney et al., 2008); and again in a qualitative study among African
Americans in St. Louis (James, Daley, & Greiner, 2011).
A number of studies have examined the role social support plays in influencing the
engagement in CRC screening. For example, Maxwell, Bastani, Crespi, Danao, & Cayetano
(2011) found that social support in combination with other individual-level factors were
influential mediators on engagement in CRC screening. Other studies found that using a
community health worker approach could effectively provide various types of social support to
positively influence CRC screening (Holt et al., 2011; Powe et al., 2010; Yearly et al., 2011). In
survey studies, researchers have found that among African Americans, high social support and
family influence were predictors of receiving a colonoscopy (Brittain & Murphy, 2014; Brittain,
Loveland-Cherry, Northouse, Caldwell, & Taylor, 2012). Based on these findings, one could
hypothesize that a lack of social support or familial support could be a barrier to CRC screening
among African Americans.
Institutional Level Factors
In the current study, institutional level factors are defined as healthcare professionals and
organizations involved in CRC screening process (e.g., medical professionals, healthcare clinics,
gastroenterology clinics, and CRC screening facilities). In this realm, communication between
patient and providers is the most commonly discussed barrier to CRC screening among African
Americans. For example, several studies have found that the perceived level and type of
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communication occurring between the patient and their medical provider as highly influential in
CRC screening outcomes (Christy et al., 2013; Katz, et al., 2004; Maxwell et al., 2011).
Perception of a lack of communication among African Americans and their primary care
providers appears to be well founded. In a nationwide survey, African Americans were
discovered to be less likely to receive a recommendation for CRC screening than White patients
(Coleman-Wallace, Baltrus, Wallace, Blumenthal, & Rust, 2013). In a separate study using a
retrospective medical chart review of African American and Latino patients in safety-net clinics,
it was found that a majority of these individuals did not receive any CRC screening services or
recommendations for CRC screening (Bazargan, Bazargan-Hejazi, Baker, & Bastani, 2009). In a
follow-up qualitative study among African Americans enrolled in a patient navigator
intervention to increase CRC screening, researchers found that non-adherent participants
commonly mentioned inadequate physician-patient communication as a barrier to screening
uptake and adherence (Sly, Edwards, Shelton, & Jandorf, 2013). If taken as a whole, all of the
above mentioned studies point to a frequently occurring theme of lack of communication being
an institutional level barrier to CRC screening uptake among African Americans.
Societal Level Factors
Societal level factors influencing CRC screening uptake among African Americans are
those sociodemographic variables often described as the social determinants of health. These
variables include factors such as poverty, education level, and access to care. Given the
frequency of collection and open accessibility of these types of data (via US Census, medical
charts, etc.), there exists a high number of quantitative retrospective, cross-sectional studies in
the literature examining these factors. Several studies have found significant relationships
between education level and uptake in CRC screening among African Americans (BeLeu,
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Menon, Kinney, & Szalacha, 2011; Griffith, 2009; Patel et al., 2012; Thompson, Harris, Clark,
Purnell, & Deshpande, 2014). This could potentially be linked to barriers related to physicianpatient communication around CRC screening, indicating a possible health literacy barrier. Lack
of health insurance coverage has been shown to be a significant barrier to CRC screening among
African Americans (Griffith, 2009; Patel et al., 2012).
Interestingly, poverty as a barrier has been relatively understudied when examining CRC
screening behaviors among African Americans; however, one marker for poverty, access to
transportation, has been shown to be a significant barrier to screening (Patel et al., 2012). It
appears that a bulk of the research around understanding societal barriers to CRC screening
among African Americans is manifested as confounders in studies examining individual level
constructs and theories.
Differences between African American Men and Women for CRC Screening
Interestingly, women have historically had a lower uptake of early screening than their
male counterparts (Brawarsky, Brooks, & Mucci, 2003; Brawsky, Brooks, Mucci, & Wood,
2004; Breen, Wagener, Brown, Davis, & Ballard-Barbash, 2001). Overall, the differential in
CRC screening uptake between men and women is between 7 and 9% (Friedman-Sanchez,
Griffin, & Partin, 2007). Despite these national trends in gender disparities, women in TN have
shown to have a higher uptake in screening when compared to men (BRFSS, 2012). This will be
an interesting point to consider during data collection in the current study. While surveillance
level data for CRC screening uptake exists to bring light to this discrepancy, little research exists
in the literature to examine exactly why these gender differences in screening uptake might exist
(Friedman-Sanchez et al., 2007).
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A qualitative study to explore barriers to CRC screening was conducted among men and
women in rural North Carolina. The researchers found that women more commonly expressed
the preparation for colonoscopy as a barrier, more varying types of fears about the procedure
than men, and perceived CRC as a disease more commonly found in males overall (FriedmanSanchez et al., 2007). As discussed above, African American women in a focus group study felt
their male counterparts were less likely to get screened due to the perceived sexual connotation
of a colonoscopy (Bass et al., 2011). In a survey study, researchers found that men, overall,
scored statistically significantly higher on knowledge scores for CRC than women as well as
higher scores on perception of susceptibility to CRC (Green & Kelly, 2004). In a study
conducted among Asian men and women, researchers found that Asian women were more likely
to list embarrassment, fear of positive diagnosis, and pain as barriers to CRC screen than Asian
males (Wong, Bloomfield, Crookes, & Jandorf, 2013). As a whole, these studies appear to
convey mixed or conflicting results that require further examinations. While the current study
will not lead to generalizable findings it could, however, illuminate potential areas of differences
that could be explored in future quantitative studies.
Gaps in the CRC Screening Literature
Poverty
Based on the review of the literature there are a number of significant gaps in research
aimed at understanding CRC screening behaviors among African Americans men and women,
particularly those who have not engaged in CRC screening. As mentioned above, one gap is the
role poverty plays in CRC screening uptake among African Americans. Poverty is indicated as a
primary social determinant for a number of health related outcomes (Farmer, 2008; Marmot &
Wilkinson, 2006). To truly understand the role poverty plays and how it shifts competing health-
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related priorities like CRC screening, we must confront it and acknowledge its power in the lives
of those we are studying.
As described earlier, many of the zip codes displaying higher levels of CRC mortality
rates also has the highest percentages of families living in poverty (see Figures 1-3). This social
determinant cannot be ignored, overlooked, or controlled for when examining CRC screening
rates or the disparities found in CRC. Poverty and the role it plays in influencing an individual’s
environment, is a construct that lends itself to the rich, in-depth gaze of qualitative inquiry.
Through the stories of the individuals interviewed in the current study, it will be seemingly
possible to better understand how poverty impacts healthcare decisions and behaviors,
specifically CRC screening.
Place
Another gap in the literature, and closely related to poverty, is the role place plays in the
uptake of CRC screening among African Americans. Aside from a few studies, little research has
been directed towards the impact place has on CRC screening among African Americans
(Benarroch-Gampel et al., 2012; Massarweh et al., 2014). The American Public Health
Association has identified place as a significant predictor of health and there is no justifiable
reason for CRC screening behaviors to be excluded from the influence of place (Eberhardt &
Pamuk, 2004).
The role of Geographic Information Systems (GIS) in health is rapidly growing and place
could be a significant contributor to understanding barriers to CRC screening among African
Americans (Cromley & McLafferty, 2012). One such way GIS will be employed in the current
study is in providing background for the distribution of CRC and as a mechanism for
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understanding where the study participants lived in terms of this distribution of CRC
mortality/incidence, poverty, and other social determinants of health.
Gender Differences
An additional gap in the literature is the examination of the differences in barriers to CRC
screening among African American men and women. The studies mentioned above have various
methodological limitations, including study design, sampling strategy, and target population.
However, these studies do provide preliminary evidence for the need to continue to explore the
potential differences found among African American men and women as they relate to CRC
screening uptake. For example, does the stigma around receiving a colonoscopy have to do with
its associations with anal sex and is this a barrier for African American men only (Bass et al.,
2011)? Is the common perception that CRC is a male disease factor in a woman’s decision of
whether or not to get a colonoscopy? Should interventions aimed at increasing CRC screening be
different for African American men versus African American women? These are some of the
questions guiding the data collection and analysis for the current study.
Unscreened Population
Several of the studies above measure the predictability of constructs on CRC screening
behaviors among individuals who have already engaged in some type of CRC screening. While
this is useful in understanding the role of these constructs in decision-making, as well as assisting
in guiding intervention development, this approach potentially leaves out a significant portion of
the population most at risk for either developing CRC or being diagnosed at later stage: low
income African Americans. This final gap in the literature will drive the sample design to enroll
only those individuals who have not engaged in any CRC screening.
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Theories used for CRC Screening Behavior
Health Belief Model
The Health Belief Model (HBM) “contains several primary concepts that predict why
people will take action to prevent, screen for, or to control illness conditions” (Champion &
Skinner, 2008, p. 46). The primary constructs of the HBM to be used in this study are: perceived
susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action, and selfefficacy. Meta-analysis of use of HBM in research have found that perceived barriers was the
most influential construct in overall health behavior (Champion & Skinner, 2008). Perceived
susceptibility was found to be the strongest predictor of preventative health behaviors (Champion
& Skinner, 2008). However, criticisms of the HBM point to the need for awareness and caution
when applying the model to different cultures and populations (Champion & Skinner, 2008).
The HBM has been frequently used to guide interventions aimed at increasing CRC
screenings; however, these interventions are focused primarily on the general population and do
not specifically target groups that experience disparities related to CRC (Causey and Greenwald,
2011; Ueland, Hornung, & Greenwald, 2006). Studies that focus on specific populations
experiencing disparities related to CRC do not typically employ the HBM when attempting to
understand and predict engagement in CRC screening (Yearly et al., 2011; Katz et al., 2004;
Semrad, Tancredi, Baldwin, Green, & Fenton, 2011). The predictive factors measured in these
studies include knowledge of CRC screening, quality of communication between patients and
providers, and descriptive geographic and demographic indicators of disparities. Consequently,
there is a gap in the literature on how effective and culturally appropriate the HBM can be in
explaining participation in CRC screening activities within the African American population,
particularly, those with lower income and lower educational attainment.
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The HBM is effective in elucidating the factors that are influential in an individual’s
decision to engage in a health behavior and has been used in the past to effectively to predict
engagement in other disease screening behaviors (Champion & Skinner, 2008). Based on
previous summative research (Champion & Skinner, 2008), it is probable that perceived barriers
and perceived susceptibility will both play a significant role in whether or not African Americans
are motivated to participate in CRC screenings.
Social Network and Social Support Theories
According to Heaney and Israel (2008), social relationships have become a focus of
attention for researchers seeking to understand how said relationships influence health behaviors,
health status, and decision making regarding health. There are several concepts used when
exploring how social relationships impact health: social integration, social network, social
support, and social capital (Heaney & Israel, 2008). Social integration implies the presence of
social ties. Social network are the actual social relationships that surround an individual. Social
support is the action or function within the social network; this may or may not exist within a
social network. Finally, social capital pertains to the resources that exist, or arise from, within the
social network; again, this could be said to exist or not exist within a social network (Heaney &
Israel, 2008).
The functions of a social network aim to measure the social capital, social influence,
social undermining, companionship, and social support within a network (Heaney & Israel,
2008). The types of social support describe which type of support is available via the network:
emotional, instrumental, informational, and appraisal (Heaney & Israel, 2008). All of these
domains come together to assist in describing a particular social network and the ways in which
this network positively and/or negatively impacts health behaviors.
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Studies have shown that a lack of social relationships has an impact on all-cause
mortality (Heaney & Israel, 2008); emotional support and more intimate ties have been shown to
increase survival rates among those with severe cardiovascular disease (Heaney & Israel, 2008);
organizing social support around assisting a person deal with stressors may diminish the negative
health consequences of the stressor (Heaney & Israel, 2008). Many studies have suggested a
more general link between social relationships and overall health; however, direct cause-andeffect links to specific diseases occurrences have not yet been found (Heaney & Israel, 2008).
Using social relationships to understand the engagement in health protective behaviors,
such as CRC screening, may provide new insights into the barriers in screening uptake. For
example, exploring predictive factors of engagement in CRC screening might include social
relationship concepts such as, complexity, homogeneity, geographic dispersion, and
directionality. These particular concepts, when combined with other theoretical models (Health
Belief Model, Social Cognitive Theory, and the Integrated Behavioral Model), could aid in
understanding the disbursement of health beliefs, norms, and planned actions around CRC
screening in a specific community. For example, combining these models with a knowledgebased score around CRC screening would enable researchers to gauge how normal a potential
misconception (e.g., CRC screening is for those with family histories of CRC only) is within a
community; that is, do all female African Americans over 50 hold this belief? Understanding the
knowledge of CRC screening within different networks would enable more effective, targeted
interventions.
Examining Social Network concepts such as social capital and social support (when
combined with other theories above) could elucidate why barriers are high for some individuals
or why perceived self-efficacy is low for others. Again, this knowledge would allow for targeted
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interventions at the social network level. Furthermore, learning where individuals receive
instrumental support, informational support, and appraisal support would assist researchers to
potentially grasp 1) where misinformation about CRC is originating from (if it even exists in this
community), 2) who are the trusted members of the network, and 3) who might be the
community members who could champion an intervention aimed at increasing CRC screening.
These are some of the potential areas of social support the current study will aim to explore using
qualitative methods.
Conceptual Framework
In order to examine the influences on CRC screening among unscreened African
American men and women in the Mid-South, individual and social factors are explored in this
qualitative study. This is a novel approach in that the interview questions developed are guided
by psychosocial constructs usually tested in the research using quantitative approaches (BeLue et
al., 2011; Champion & Skinner, 2008; Consedine et al., 2011). This unique approach will allow
for more contextual knowledge and explanatory data to emerge as part of this data collection
process thereby, providing new information to guide CRC screening interventions in the future.
The two primary conceptual frameworks to be used are the Health Belief Model and
Social Network/ Social Support. A brief description of these frameworks is outlined below.
Health Belief Model
The Health Belief Model (HBM) incorporates a number of foundational concepts in order
to predict why people engage in activities to prevent, screen for, or to control illness (Champion
& Skinner, 2008). The key constructs of the HBM include: perceived susceptibility, perceived
severity, perceived benefits, perceived barriers, cues to action, and self-efficacy.
•

Perceived susceptibility refers to an individual’s belief in their risk of developing a
certain health condition, in this instance, CRC (Champion & Skinner, 2008).
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•

Perceived severity is an individual’s belief about the severity of getting diagnosed,
infected, or exposed to a certain health outcome or, potentially, the risks of engaging in
CRC screening (e.g., would getting a colonoscopy put me at risk for intestinal damage or
would the severity of a CRC diagnosis be overly stressful of a possibility (Champion &
Skinner, 2008).

•

Perceived benefits refer to the benefit of engaging or not engaging in a particular
behavior that would reduce or increase the risk of developing a certain health outcome
(Champion & Skinner, 2008). This could include whether an individual views engaging
in CRC screening as a positive step in preventing CRC from occurring or as a mechanism
for early detection in order to treat the disease before it becomes more severe.

•

Perceived barriers are those factors that work against an individual’s ability to engage in
actions that might reduce their risk in developing a negative health outcome (Champion
& Skinner, 2008). This includes multiple barriers to screening: lack of transportation, fear
of the procedure, stigma with the insertion process of a colonoscopy, or lack of insurance.

•

Cues to Action are those factors that can aid an individual in engaging in a certain healthprotective/promoting behavior or activity (Champion & Skinner, 2008). This includes a
friend, family member, or doctor who regularly advises an individual to have a CRC
screening done or a television commercial about CRC that spurs one to action.

•

Self-efficacy is the level at which an individual feels competent enough to engage in a
certain health-protective behavior or activity (Champion & Skinner, 2008). This includes
a person’s belief that he/she is capable of making an appointment for a CRC screening,
finding out the cost of the screening procedure, and finding a ride to the doctor’s office, if
necessary, to have the screening completed.
Modifying factors such as age, ethnicity, gender, socioeconomic status, and knowledge

all impact these constructs in varying ways. In summary, as a cohesive theory the HBM posits
that an individual must perceive a threat and feel that the cost-benefit of engaging in a behavior
is agreeable as well as have the confidence in their ability to carry out the said behavior.
(Champion & Skinner, 2008). Given that CRC screening is a protective behavior against a
negative health outcome (e.g., CRC), the HBM provides a comprehensive framework for
understanding individual-level behaviors around CRC screening.
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Social Network and Social Support Theories
Social Support theories defer from the HBM by the level in which they focuses within the
Social Cognitive Model (Glanz, Rimer, & Viswanath, 2008). While the HBM’s focus is
primarily on the individual (a person’s beliefs, attitudes, and behavior), social support takes one
step outwards to interpersonal relationships to include the role that relationships play in the
supportive aspect of aiding an individual in their actions to engage in a certain behavior (Heaney
& Israel, 2008). Social relationships have become a focus of attention for researchers seeking to
understand how said relationships influence health behaviors, health status, and decision making
processes regarding health (Berkman, 1984; Berkman & Glass, 2000; Heaney & Israel, 2008).
The characteristics and functions of social networks contain concepts under three
domains: structural characteristics, functions, and types of social support. The structural
characteristics explain the levels of reciprocity in a network, emotional closeness, complexity,
demographically similar, power-sharing, and density to name a few (Heaney & Israel, 2008).
The functions of a social network aim to measure the social capital, social influence, social
undermining, companionship, and social support within a network (Heaney & Israel, 2008).
Finally, the types of social support describe which type of support is available via the network:
emotional, instrumental, informational, and appraisal (Heaney & Israel, 2008)
Purpose of the Current Study
Among public health practitioners working in the field of cancer control, calls to increase
CRC screening as a mechanism for reducing CRC-related disparities is growing. In 2014, a
group of national leaders in the field of CRC outlined a plan to begin addressing the disparities in
CRC morbidity and mortality (Gupta et al., 2014). This plan’s focus was on CRC screening as a
mechanism to reduce the public health concerns around disparities in CRC mortality rates. The
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plan recommended several steps including: 1) actively promote the message, “the best test is the
one that gets done”; 2) develop and implement methods to identify unscreened individuals within
underserved population groups for screening interventions; 3) develop and implement
approaches for organized screening delivery; and 4) fund and enhance programs and policies that
provide access to screening, diagnostic follow-up, and CRC treatment for underserved
populations (Gupta et al., 2014).
In line with these recommendations, the goal of this dissertation research is to explore the
impact of individual and familial influences on an individual’s perceived barriers to engage in
CRC screening. To provide an open-ended exploratory framework, qualitative research
methodology (i.e., semi-structured interviews) was employed to gather data from study
participants. The interview guide development was guided in part by the Health Belief Model
(Champion & Skinner, 2008), and Social Network Theories (Heaney & Israel, 2008).
Qualitative data analysis was guided by a Grounded Theory approach. While several
variations of Grounded Theory have been proposed, a commonly used variation is Charmaz’s
Constructionist Grounded Theory (Charmaz, 2006). It is this later version of Grounded Theory,
constructionist grounded theory that I employ in the analysis of the qualitative data in this study.
The constructionist approach does not dogmatically define the processes of grounded theory
(e.g., open coding, emergent theories, and blank slate for the researcher); rather, it allows for
more flexibility in the applications of the process (Charmaz, 2006).
As Charmaz (2006) notes, criticisms of Grounded Theory focus on the approaches
insistence on decontextualizing the text from time, space, culture, power, and other components
of the environment. This critique stems from the traditional Grounded Theory approach that
required researchers to disconnect the text from the observer, seeking separation from his/her
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object of study (Charmaz, 2006). Charmaz proposes in her Constructivist Grounded Theory
approach, that a contextualized iteration of Grounded Theory is possible. By incorporating issues
of power, globalization, and political economy, Grounded Theory has the ability to contextualize
or link text with macro-concepts (Charmaz, 2006). Taking the approach proposed by Charmaz,
affords the possibility of a link to the empirical data being collected (i.e. the voice of the
participant) to the emergence of categorical themes in order to appropriately examine the
individual constructs impacting CRC screening behavior among African American men and
women. Additionally, this approach can take into consideration in the analysis how these
individual level factors are intertwined with macro-level (contextualizing) forces such as
poverty, access to resources, education, and so on.
Research Questions
The research questions for the current study are:
1. What are the differences in barriers to timely CRC screening experienced by
unscreened African American men and women?
2. What, if any, are the additional barriers or facilitators for CRC screening not
reported in the literature that could impact screening interventions?
Summary
While much rigorous research has been conducted in order to understand CRC screening
behaviors, there are still some gaps in the literature that warrant further exploration. These gaps
include, potential gender differences in barriers to CRC screening among unscreened African
Americans and exploring the contextual social determinants like poverty and place and their
roles in CRC screening behaviors. These gaps will be explored in the current study by using a
qualitative study design and will contribute to addressing some of the gaps in the literature.
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Additionally, this could aid in the development of more rigorous study designs in the future and
lead to targeted interventions for CRC screening among African Americans, which will
ultimately assist in reducing overall CRC mortality and close the related gap in mortality rates.
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Chapter 3: Methods
Introduction
The following chapter will outline how a qualitative methodological approach would best
answer the research questions proposed for this study. Additionally, sampling strategy,
procedures, data collection and management, analysis plans, and steps to ensure rigor in
qualitative research (e.g., reliability and validity) will be reviewed. Finally, this chapter will
provide the reader with an in-depth understanding of the steps and processes carried out from
study conceptualization to data analysis and write-up.
Prior to any data collection, the study design, interview guide, recruitment flyer, incentive
offer, and sociodemographic survey were submitted to the IRB at the University of Memphis for
approval. The University IRB granted approval of the study in December of 2014. The study
requires an annual review by the IRB and regular notifications if any adverse events occur during
the study. At the time of this writing, the study underwent an annual review and is approved
through December 2016.
Study Subjects
In combination with literature reviews and discussion with my dissertation committee, it
was decided that an initial sample of 30 individuals would be a sufficient number for providing
rich data and to reach the theoretical saturation needed to explore this study’s research questions
(i.e., are there differences in barriers to CRC screening among unscreened African American
men and women; are there any barriers not currently discussed in the literature). Typically,
qualitative samples are not subject to the same specifications that quantitative studies are
beholden to (Creswell, 2007; Patton, 2002). This is primarily due to the nature of qualitative

40

research, its stated purpose, and research questions that are being asked in this methodological
framework (Creswell, 2007; Patton, 2002).
In addition to the above rationale for target accrual, the concept of saturation was used to
determine if 30 participants would be an adequate recruitment goal to answer the study
questions. Saturation is the idea that no new information is being gained from additional data
collection methods (i.e., interviews) (Creswell, 2007; Padgett, 2012; Patton, 2002). For example,
if themes emerging from the data become repetitive in subsequent interviews and no new ideas
or themes are being heard, then a researcher can typically say she/he has reached theoretical
saturation and can stop data collection (Creswell, 2007; Padgett, 2012; Patton, 2002). Reaching
saturation is not dependent upon an arbitrary percentage or frequency of codes, ideas, or themes
within the data collection process, because “fullness comes from depth rather than breadth”
(Padgett, 2012, p. 195).
Sampling Strategy
For the purpose of the current study, the unit of analysis will be individuals representing
two groups: African American males and African American females. While the primary aim of
the study is to explore differences in barriers to CRC screening among these men and women,
thus necessitating the comparison groups, the secondary aim includes understanding the barriers
to CRC screening in the entire dataset (i.e., both men and women) as one group: African
Americans above the age of fifty years who have not engaged in any CRC screening.
Qualitative research typically allows for an in-depth analysis of the data within smaller
sample sizes relative to quantitative studies. This requires qualitative sampling strategies to be
purposeful in subject selection (Patton, 2002). This sampling strategy is in direct contrast to the
gold standard of quantitative research, the randomized clinical trial (Creswell, 2007; Patton,
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2002). Quantitative research depends on random selection in order to satisfy necessary
parameters in statistical probability theory (Creswell, 2007; Patton, 2002). This allows
quantitative researchers a degree of confidence in generalizing a study’s results to the rest of the
target population (Creswell, 2007; Patton, 2009). Qualitative sampling strategy is not necessarily
concerned with generalization to the broader population as its end goal (Creswell, 2007; Patton,
2002). Leading expert in qualitative methodology and program evaluation, Michael Q. Patton,
summarizes this distinction in sampling thusly:
What would be bias in statistical sampling, and therefore a weakness, becomes
intended focus in qualitative sampling, and therefore a strength. The logic and
power in purposeful sampling lie in selecting information-rich cases for study
in depth. Information-rich cases are those from which one can learn a great deal
about issues of central importance to the purpose of the inquiry, thus the term
purposeful sampling. Studying information-rich cases yields insights and indepth understanding rather than empirical generalizations. (Patton, 2002, p.
230)
As stated above, qualitative sampling concerns itself with gaining insight and in-depth
understanding from information-rich cases. These primary tenants of qualitative research helped
to guide the current purposeful sampling strategy.
According to several qualitative methodology experts, purposeful sampling concerns
itself with making a judgment about the aims of the purposed research (i.e., what questions are
being asked or explored), who the researcher believes will best answer these questions, and how
to go about finding these participants for the study (Bernard, 2000; Patton, 2002). For the current
study, I was most interested in exploring 1) differences in barriers to CRC screening among
unscreened African American men and women; and 2) newly identified barriers not currently
reflected in the literature.
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Given the aims of this study, a purposive sampling strategy was employed to recruit
African American men and women, ideally in equal numbers (i.e., 15 men and 15 women).
Individuals who have not engaged in any type of CRC screening behaviors (i.e., colonoscopies,
FOBT) was also an eligibility criteria for participant enrollment. The targeted sample was
recruited from the Mid-South region, with a focus on individuals residing in Shelby County, TN.
No selection criteria were added related to other sociodemographic variables. However, efforts
were made to recruit individuals living within zip codes that were observed to have high CRC
mortality and incidence rates as compared to the rest of the county and the region.
Within the purposive sampling strategy, a snowball or chain sampling technique was also
employed to recruit participants. Snowball sampling is the method widely used to gain entree
into a community with a credible gatekeeper or trusted individual from the community to
identify additional subjects (Creswell, 2007; Padgett, 2012; Patton, 2002). This allows access to
groups that might be wary of outsiders asking sensitive questions. This approach to community
access is a standard practice within anthropological research (Bernard, 2000). This method was
particularly helpful in gaining access to the population in this study (i.e., older African
Americans who might be low income and have not engaged in screening or are mistrustful of
medical professionals). As will be discussed in the Findings chapter, this strategy did in fact
grant me access to communities that were low income, not highly engaged in medical care, and
were somewhat mistrustful of medical professionals and researchers.
Sample Size
A sample size of 30 participants (15 men and 15 women) was deemed to be an adequate
sample for addressing the exploratory questions in the current study. Based on reviews of
qualitative methodology literature, this was determined to be an advisable sample to reach a
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point of data saturation for the current study (Creswell, 2007; Padgett, 2012; Patton, 2002). In
the unlikely event that new themes were still emerging at the 30th participant accrual, then a
discussion would have occurred with the dissertation committee to decide how to proceed.
Subject Recruitment
As discussed above, the purposive sample required identifying African American men
and women, over the age of 50 years who have never engaged in any type of screening for
colorectal cancer. Recruitment relied heavily on the committee members’ and my social
networks in the healthcare and faith-based communities. First, my position as a Community
Health Planner at the Shelby County Health Department (SCHD) generated vast community
connections that were in various neighborhoods and areas of social services and public health
service throughout the county. This was a starting point for reaching out to key gatekeepers in
the community to aid in identifying where to recruit individuals who had not been screened, pass
out recruitment flyers, or identify other community gatekeepers. Additionally, my involvement
in the Tennessee Cancer Coalition of West Tennessee for the past four years also provided key
contacts from which to identify communities and locales ideal for recruitment. Finally, my
involvement in the Education Program to Increase Colorectal Cancer Screening (EPICS) put me
in touch with a number of low income community centers in Memphis where individuals who
have never been screened lived (Smith & Blumenthal, 2013).
In addition to these active recruitment methods, other passive methods were also
employed. These included the creation of an IRB approved recruitment flyer that briefly
explained the study and provided my contact information (see Appendix B). This flyer was
distributed via email through SCHD email listserves, the Memphis Public Library’s LINC-211
listserve; and to the City of Memphis’s Community Development Corporation’s contact list.
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Additionally, through of the introduction to contacts known by my committee members, I was
provided access to several local churches that had a version of a health ministry from which to
recruit potential participants. Finally, in order to target specific high CRC mortality and
incidence rate zip codes, I attended a number of health and community fairs that took place in
these neighborhoods. At these events, participants were informed of the study and asked
permission to be called for a follow-up in order to schedule an interview.
In order to encourage participation and as a token of appreciation for participants’ time,
an incentive of a $10 gift card was provided to those individuals who completed an interview.
Recruitment may have been facilitated by a more substantial incentive, but the study budget did
not allow for a greater monetary value and the $10 gift card ultimately was effective in recruiting
participants who otherwise would not have participated in the study.
Setting
In order to facilitate ease of participation, interviews settings were chosen at locations
that were most convenient for the participants. During the recruitment and subsequent interview
scheduling process, participants were asked to identify a location where they would like to
conduct the 45-60 min interview. A majority of the participants requested the interviews be
conducted at their homes (28 of 32 participants). I was able to easily accommodate this request.
Participants’ homes proved to be a comfortable setting for participants and contributed to the
relaxation of the discussions during the interviews. In addition to homes, some of the interviews
were conducted at local community organizations, churches, and community rooms of senior
centers.
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Study Procedures
Open-ended In-depth Semi-structured Interview
The primary qualitative method employed in this study was an open-ended, in-depth
semi-structured interview. Typically, open-ended interviews can be categorized into three types:
informal conversation; interview guide approach; and standardized open-ended interview
(Patton, 2002). The informal conversation, also known as an unstructured interview, is the most
fluid, open of the three, which, as the name implies, is more conversational in tone. The
interview guide approach is a semi-structured guide of questions that researchers want to ensure
are covered during the course of an interview. The standardized interview utilizes a carefully
worded interview guide that is employed exactly as written in all interviews of a study (Patton,
2002). These three approaches incorporate a good deal of overlap from the preparation phase to
the actual performance of the interview. However, in all cases the open-ended interview is meant
to illicit rich data, hinged to the meaning-making of the interviewee (Bernard, 2000; Creswell,
2007; Padgett, 2012; Patton, 2002). As a result, a good deal of data is generated from these
interviews that can provide varied responses on topics across a wide spectrum.
For the purpose of the current study, an interview guide approach was used to conduct the
open-ended interviews. The decision to use this method was due to several factors. First, as
mentioned in the previous chapters, the theoretical frameworks (i.e., Health Belief Model and
Social Network Theories) underpinning the qualitative inquiry for this study required that a basic
line of questions to be covered in these interviews. For example, since the main exploratory
question being asked is whether or not there are differences in barriers among African American
men and women, both groups needed to be asked the same set of pertinent questions. Second,
using an interview guide allowed for feedback by the dissertation committee to help in
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determining the link between research aims and methods to address these aims. It also facilitated
an open discussion with committee members as to how to best ask questions and probe during
the interview. Third, the interview guide allowed for incorporating some of the dominant barriers
for CRC screening found in the literature and for participants to address the significance of these
barriers in their personal decision-making process. This was particularly important because a
majority of the literature around barriers tends to come from studies with populations who have
already been screened – learning how non-screened individuals confirmed or contradicted
barriers noted in the literature was a key component of this study.
Lastly, because participants being interviewed were unscreened individuals, the
likelihood of their familiarity with CRC or CRC screening was low. Providing prompting
questions as well as a short vignette of the process of going through a CRC screening allowed
participants who were not as familiar to be able to express their opinions about the screening,
their acceptability of the procedure, and the likelihood of them engaging in CRC screening in the
future.
While the interview guide allowed for the inclusion of themes from the literature as well
as constructs from the dominant theories used to explain health behaviors of CRC screening,
employing an informal conversational technique during the interviews facilitated the discussion
of various topics, themes, attitudes, and beliefs around health, and CRC screening in particular,
to emerge. This small conversational space in the interview was utilized to garner deeper insights
into how an individual perceives CRC screening, and health overall, and the factors either
preventing or promoting the chances they would eventually engage in screening.
The open-ended interview strategy used in this study allowed for rich data to be
collected. One primary purpose of this study was to understand the complexity underlying the
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decision making of individuals on whether or not they will get screened or why they have not get
screened over the years. Open-ended questions are needed to allow individual to adequately
express this complexity, and oftentimes-conflicting rationale, involved in health decision
making. It was for these reasons that the open-ended interview method was employed and
proved to be successful as a data collection method.
Interview Guide Development
The resulting interview guide (Appendix A) included a series of open-ended questions
including some queries framed around the Health Belief Model and Social Network Theories.
The development of the interview guide was undertaken with the guidance of the literature
search and input from the dissertation committee. In addition to lines of inquiry under the main
constructs of the theories above, potential probing questions were added in order to aid myself in
carrying out these interviews. This detailed probing was also provided to allow for continuity
should more than one data collector be employed; however, I conducted all interviews.
Table 6 below provides a brief example of how questions were developed using the
guidance of constructs from the Health Belief Model and Social Support Theory. While not
guiding or leading the participant to identify certain common barriers found in the literature (or
level of severity of CRC, self-efficacy skills, and so on), the interview guide allowed for a
participant’s reflection on how much of a concern each of these barriers would be for him/her
and why he/she felt they may be barriers for others. In addition to the questions influenced by the
two theories mentioned above, questions addressing knowledge of CRC, perceptions of
differences in barriers among men and women, and potential solutions for increasing screening
were also asked.
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Table 6
Interview Guide & Theory Link

Theory/Framework

Examples of Interview Guide Questions

Health Belief Model
Perceived susceptibility
Perceived barriers
Cues to action
Perceived benefits

How much concern do you have about getting colorectal
cancer?
What are some of the reasons why you have not had a
colonoscopy?
Has anyone suggested you get screened for colorectal
cancer?
Do you feel getting a colonoscopy helps reduce your
risk of getting colorectal cancer?

Social Support Theories
Tangible support
Informational support

Do you feel you have a family member or friend that
could drive you to have a colonoscopy done?
Has anyone you know ever had a colonoscopy? What
did they say about the experience?

At the conclusion of the interview a short vignette of the preparation process for a
colonoscopy – from scheduling the procedure to having someone drive you home afterwards –
was read to interview participants. After reading through the process, participants were asked to
reflect on the steps and identify any potential new barriers to getting screened. This was designed
to address the fact that some participants had little to no knowledge of what a colonoscopy
involved. By reading through the steps, and in a sense, educating them on the procedure,
participants were able to think more critically about what parts of the process, if any, would be
significantly more difficult for them to engage in.
Interview Process
After the completion of the informed consent process, participants were then
interviewed. All interviews were audio-recorded to allow for transcription at a later point.
Interviewees were informed that their involvement in the study would last only for the time
needed to complete the interview, which ranged from 45 to 60 minutes. In order to encourage the
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participants to feel relaxed, a series of general questions were asked to break the ice at the
beginning of the interview. These included:
1. How long have you lived in Memphis?
2. What are some of the things you do to stay healthy?
3. When someone says the word “cancer,” what are the first things that come to your
mind?
These questions allowed participants to ease into the more substantive content of the
interview and begin thinking about their experiences, opinions, and beliefs. Additionally, this
process helped to insure that participants understood that there were no “right” or “wrong”
answers to the questions, and the interview’s primary purpose was to understand these issues
from their individual perspectives.
At the completion of the interview, participants were provided the $10 gift card as well as
a Centers for Disease Control and Prevention (CDC) Fact Sheet on colorectal cancer and
screening options (see Appendix E). Additionally, participants were given a list of local
providers, with contact information, who offer colonoscopies.
Data Analysis
Data Collection and Management
After initial delays in participant recruitment, interviews began in earnest in September
2015 and took roughly 3 months to complete the data collection process. Thirty-four participants
were interviewed by the end of November 2015. All participants were asked for their permission
to record the interviews and permission was granted in all cases. Recording allowed the
interviewer to focus on the participants’ responses, potential follow-up questions, and active
listening techniques instead of having to write down the entire conversation. Interviews were
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recorded on an Olympus VN-722PC Voice Recorder using an Olympus ME-52W Noise
Canceling Microphone. At the completion of the interview, the recorded data was uploaded to a
personal computer, which was password protected. These audio files were kept until the final
transcripts were completed and checked for accuracy. Once the transcripts were determined to be
correct, the audio files were destroyed.
Upon enrollment in the study, participants were assigned a study ID based on study
ascension. For example, the first participant enrolled was assigned study ID “CRC1.0”, the next
participant was assigned “CRC2.0”, and so on. The resulting downloaded audio files were then
titled using the corresponding study ID. This process insured that no actual names were attached
to the data once the interview was completed, thereby protecting participants’ privacy. In
addition to the interview text, additional data collection included a brief sociodemographic
survey (see Appendix C) that included questions about gender, age, marital status, insurance,
household income, address, family history of cancer, and personal history of engaging in any
other type of cancer screening (e.g., mammography, prostate exam). Completed surveys were
marked with the corresponding participant’s study ID. Once the data were entered into the
qualitative data analysis software as attribute data and checked for accuracy, the original hard
copies of the survey were also destroyed. This attribute data resulting from the survey was then
used to make comparisons based on various sociodemographic categories during the interview
analysis process as well as to understand the overall study population in the Findings section.
All audio files were sent to be transcribed via Rev.com. Using an outside transcription
service provided quick turnaround for the data to be entered in the qualitative analysis software.
Rev.com protects sensitive information, so participant data was, again, handled securely and
confidentially. Rev.com’s data protection statement reads:
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“We serve many clients with sensitive content, from pre-release films to video
reviews of products not yet announced to the public. Our clients care about
content confidentiality and so do we. Our reputation and our business depend
on us protecting the privacy of our clients' content. Your content is yours - we
will never sell your content or distribute it outside of Rev. Our workforce is
carefully curated and every worker signs a strict NDA and confidentiality
agreement. Our technology platform uses bank-level encryption, combined with
best practice operations, to keep your content secure.”
(https://www.rev.com/caption/faq, accessed 12/01/2015).
Once transcripts were received, they were stored in a password protected computer and
backed up via The University of Memphis’s UMDrive, a secure password-protected file sharing
server available to students and faculty. The textual data was then formatted and uploaded into a
qualitative data analysis software – Nvivo11 for Mac. Each transcript was assigned a case ID that
corresponded to the study ID. Survey data was also entered directly into Nvivo11 for analysis.
Relevant study related documents (interview guides, notes, etc.) were also imported into
Nvivo11 for ease of access and to allow incorporating these documents into the coding and
analysis process.
Data cleaning occurred simultaneously with data collection and management processes.
This process involved insuring all transcripts were formatted and named uniformly. Transcripts
were also reviewed for missing text and transcription mistakes prior to uploading into Nvivo11.
By taking these measures, the data would be in a ready state when coding and analysis began.
The coding process will be described below, but first, the analytic framework employed is
explained in order to understand the coding process.
Grounded Theory Methodology
Grounded Theory (GT), developed in the 1960’s by sociologists Barney Glaser and
Anselm Straus is considered one of the first systematic methodologies developed to analyze
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qualitative data (Saldana, 2009). Since its inception, GT has undergone scrutiny, criticism,
divergence, and hybridization (Charmaz, 2006). However, despite these changes throughout the
years the key tenets underlying the GT method have remained, which are “methods consist[ing]
of systematic, yet flexible guidelines for collecting and analyzing qualitative data to construct
theories ‘grounded’ in the data themselves” (Charmaz, 2006, p. 3). It is GT where the commonly
referred concepts to analytic processes in qualitative research (such as coding, categories, audit
trail, or memos) find their origin (Charmaz, 2006; Saldana, 2009).
This particular analytic method takes a “data first” approach to understanding,
commenting on, and theory-creating for a specific phenomenon under study (Charmaz, 2006).
Glaser and Straus proposed Grounded Theory as a way to more closely link methods (ways in
which observations are recorded) to theory (conclusions or theories built from observations)
within research (Patton, 2002). This requires researchers who take a GT approach to be in
constant contact and engagement with their data. In this approach, the research process from data
collection to analysis is not necessarily a linear path (Patton, 2002). This back and forth
interaction with data and observations in the ‘field’ is called the constant comparative approach
to data collection and analysis in GT (Creswell, 2007). Grounded Theory requires that
researchers collect data, analyze it, identify emerging themes or theories, and then go back out
‘in the field’ to explore or test these emerging theories further (Creswell, 2007). In its essence,
Glaser and Straus saw GT as an approach that is not testing for theory’s conclusiveness, but
rather for building theory by providing opportunities for different perspectives or assumptions
about a phenomenon (Patton, 2002).
Grounded Theory can be grouped into two epistemological camps: Objectivist GT and
Constructivist GT (Charmaz, 2011). As its name implies, objectivist GT contains the
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epistemological underpinnings of objectivism; that is, a neutral observer observes data (or Truth)
that exists in an external world (Charmaz, 2011). Similar to criticisms of positivism, this form of
GT is said to lack acknowledgment of the role the researcher plays in data collection or theory
development, subjectivities, and multiple truths (Charmaz, 2011). Responding to these
criticisms, and offering an alternative to an overly objectivist GT, is constructivist focused
approach to GT (Charmaz, 2006).
In constructivist GT, truth (i.e., what is being observed) is viewed as a fluid, multifaceted, highly subjective phenomenon that researchers and participants “co-construct” through
their interactions (Charmaz, 2011). The goal in this iteration of GT is not so much in the creation
of generalizable theories based on the data, but rather to grasp specific instances of interpretative
meaning that are contextually situated in time, values (of participants and researchers), history,
social structures, and so on (Charmaz, 2011). Constructivist GT employs relativity and
reflexivity of the researcher and his/her role in the collection and interpretation of data
(Charmaz, 2011). Additionally, this approach aims at understanding a phenomenon from the
point of view of participants, building the link of interpretations grounded in data all while
acknowledging the multiplicity of reality (Charmaz, 2011). This constructivist version of
grounded theory was utilized in the data analysis, interpretations, and conclusions drawn for this
study.
Charmaz has argued that a constructivist GT is particularly well suited for social justice
research (Charmaz, 2005, 2006, 2011). This has significant implications for research within the
area of health disparities, a topic under the social justice research umbrella. Given the evidence
of health disparities as it relates to the burden of CRC among African Americans in the Mid-
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South, constructivist GT is an ideal approach. Charmaz examines how this approach is uniquely
well-equipped for inquiry into social justice issues (including health equity) because it:
(1) rejects claims of objectivity, (2) locates researchers’ generalizations, (3)
considers researchers’ and participants’ relative positions and standpoints, (4)
emphasizes reflexivity, (5) adopts sensitizing concepts such as power, privilege,
equity, and oppression, and (6) remains alert to variation and difference.
(Charmaz, 2011, p. 360)
Coding Process
The coding of qualitative data is an essential step in the GT approach. There are
numerous texts and approaches to coding data in qualitative research, some even contradictory
(Patton, 2002). However, when planning a method for coding it is important to bridge this
analytic step to the underlying theory being used to interpret the data (Denzin & Lincoln, 2011;
Patton, 2002). Again, a constructivist GT approach was used in the data analysis phase. This
approach involves several phases of data coding. Saldana (2009) provides a comprehensive
guide for these coding steps, defined as “coding cycles”. The first coding cycle includes
structural and provisional coding methods. (Saldana, 2009). For structural coding, the process
involved grouping the transcript data into larger categories under a priori themes such as
constructs of the Health Belief Model and Social Support Theory. Provisional coding is similar
in the outcome is to create categorical codes to allow for more focused analysis. These codes
included broad groupings such as knowledge of CRC or gender discussion.
During this initial coding step, data were coded in broad structural and provisional
sections to allow for grouping the data for deeper examination (Saldana, 2009). For example,
anytime a participant mentioned something related to a barrier (e.g., fear, embarrassment, no
insurance), then the text was coded as “Barriers to CRC Screening”. Once all transcripts were
reviewed and coded for this larger grouping code, the data were then examined and coded via the
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GT process – which is line-by-line reading and coding (Creswell, 2000; Patton, 2002; Saldana,
2009). These second cyclic codes can be viewed as more value oriented codes as observed in
Table 7.
Table 7
Coding Step Two

Second Cycle Coding
Pattern Coding

Focused Coding

Axial Coding

Elaborative Coding

Description
Codes from First Cycle are lumped into larger coded sets that
signify a pattern or emerging theme in the data: for example,
more men talking about “Cancer Not Preventable”
Review and recoding of data based on how previous codes fit
within larger theme or action: for example, reviewing
“Preparation Process as a Barrier” among all participants to
examine how they talked about the prep process for CRC
screening
Process of linking categories/themes to sub-categories; start of
analytic thinking of data: for example, tying “embarrassment”,
“sexual connotation”, “masculine”, and “stigma” into a broader
theme of Ideas of Masculinity as a Barrier to CRC screening
Linking emerging Theoretical codes to other research in the
literature to corroborate or contradict findings: for example,
examining other masculinity theories and linking them to how
masculinity perceived as a barrier to CRC screening

Analytic Memos
Analytic memos provide ongoing documentation of emerging ideas, codes, theoretical
linkages, and so on throughout the analysis process (Saldana, 2009). In many ways, the memo
writing process provides the initial rough drafts of future manuscripts resulting from the study,
potential follow-up research questions, and issues with analysis (Charmaz, 2006). In the current
study, memos began prior to the initial coding cycle to identify potential predefined codes and
structural codes. Additionally, these memos provide an analytic audit trail linking data to
eventual interpretations in the final chapter.
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Validity and Reliability in Qualitative Research
In the qualitative literature, there are a number of approaches, guides, and variations
available to researchers aiming to insure validity and reliability in their qualitative data. This
multitude of thoughts on the subject can be traced back to various epistemological and
theoretical perspectives that transverse the qualitative research landscape. Like the diversity in
theoretical approaches to analyze qualitative data, methods to ensure its rigor are similarly
diverse (Creswell, 2009; Patton, 2002). These methods run the spectrum of positivism to postmodernism (Patton, 2002). Ultimately, the approach to maintaining rigor in qualitative research
involves: 1) knowing your study’s theoretical assumptions about truth, 2) understanding which
methods to insure rigor are best suited for the study’s theoretical assumptions, and 3)
documenting everything (Creswell, 2009; Denzin & Lincoln, 2011; Patton, 2002).
As previously discussed, the analytic frame being used in the current study is the
Constructivist grounded theory method. According to Patton (2006), criteria for judging the
quality and credibility of qualitative inquiry from a social constructivist theoretical perspective
includes:
1. Acknowledging subjectivity exists and taking into account those potential biases during
data collection as well as data analysis and write-up.
2. Replacing rigor with trustworthiness. According to Lincoln and Guba (1986), qualitative
research should assess qualitative research through “credibility” in place of “internal
validity”; “transferability” in place of “external validity”; “dependability” in place of
“reliability”; and “confirmability” in place of “objectivity” (Lincoln & Guba, 1986:7677).
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3. Maintaining authenticity by engaging in reflexive processes as the researcher to
acknowledge to his/her perspective; the perspectives of participants; and the social values
informing each.
4. Utilizing triangulation in data collection and interpretation to take into account the
multiple perspectives informing and interpreting the social and physical world.
5. Contributions to the scientific literature via reporting on findings that provide enhanced
or more in-depth understanding of a topic or issue.
Patton writes of Constructivist researchers as being:
More interested in deeply understanding specific cases within a particular
context than in hypothesizing about generalizations and causes across time and
space. Indeed, they are suspicious of causal explanations and empirical
generalizations applied to complex human interactions and cultural systems.
(Patton, 2002, p.546)
It is within this analytic framework that efforts were made in the current study to ensure
credibility, trustworthiness, dependability, and authenticity. Credibility was achieved through the
documentation of research methods, data collection processes, and audit trails for interpretation
of data (Creswell, 2009; Patton, 2002). Additionally, my constant involvement in these
communities and relationship and rapport with participants further speaks to the credibility of the
study (Creswell, 2009). Credibility of the researcher was also demonstrated above when covering
the experience and training I have in working in diverse population and conducting qualitative
research (Patton, 2002).
Conducting in-depth interviews has been described as an art that needs to be nurtured and
crafted through practice if the qualitative researcher wishes to collect meaningful and rich data
(Denzin & Lincoln, 2011). This skill can be learned through academic training, but a more
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effective learning approach is to conduct actual interviews, reflect upon the process, and identify
areas of weakness that need improvements before continuing (Patton, 2002).
Given that I was the sole “data collection instrument” for this study, my experience with
qualitative interviewing should be briefly touched upon to alleviate concerns about the quality of
the resulting interviews. My academic training in Anthropology (at both the undergraduate and
graduate levels) provided a solid foundation in interviewing techniques as well as qualitative
research design, implementation, and analysis. After graduating with a Masters in Anthropology
in 2007, I have been employed in positions where I was the lead principal researcher for the
evaluation of programs, exploratory community health studies, broad scale community health
assessments, and community-based participatory research. All of these positions required
qualitative and quantitative skills around research design, study implementation and
management, data collection and analysis, and reporting results.
Throughout my post-graduate career, I have interviewed countless individuals around
topics as varied as menu labeling for small restaurant owners, fertility preservation decisions
among childhood cancer patients, and community health needs from the perspective of
neighborhood residents. This extensive training in qualitative research and professional
experience helped me tremendously in successfully carrying out the interviews for this research
project.
Trustworthiness, authenticity, and dependability (correlates to reliability and validity in
quantitative research) were achieved through taking into account, and sharing with readers, the
multiple and sometimes contradictory perspectives on the topic of colorectal cancer and
screening (Creswell, 2009). Additionally, all perspectives and accounts are presented in the
following results and discussion chapters, whether they are single instances of a potential
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perceived barrier to screening or one that I thought would be a barrier but was never mentioned
by participants (Patton, 2002). Finally, in all instances, interpretations of the data and links to
“enhanced understanding” of attitudes, beliefs, and knowledge about CRC screening are
supported through the direct linkage of grounded theory to interview data then member checked
for accuracy.
Summary
The methodology described in this chapter provides rationale for how to best answer the
research questions proposed in this dissertation. Findings from this research project will
meaningfully contribute to the literature on this topic. Through questions developed in the
context of established theoretical frameworks and in-depth interviews, this research will be able
to explain gender differences in health behaviors around CRC screening in an underserved
community.
The recruitment of individuals in zip codes with higher rates of CRC and higher rates of
poverty and purposeful sampling of both men and women who have not engaged in screening
provide a novel aspect in this qualitative study design not seen in the literature for CRC
screening. Finally, the application of Constructivist Grounded Theory directly answers a call by
leading qualitative methodologists to utilize this analytic approach in health disparity research.
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Chapter 4: Results
Results from the interview data are provided in the following chapter. These will be
presented by first providing the sociodemographic characteristics of the participants followed by
the thematic categories emerging from the interview data. Excerpts from the interview transcripts
will be provided to give the reader an understanding of how certain themes were identified in the
analysis process.
As a reminder, the exploratory research questions guiding the analysis of this data are
provided below. Given the primary exploratory aim is the potential differences in barriers to
CRC screening as experienced by African American men and women, the unit of analysis will be
two groups: male and female. Under each theme, data from the interviews will be presented from
both men and women, which will be followed by discussions of similarities or differences
between these two groups.
1. What are the differences in barriers to timely CRC screening experienced by
unscreened African American men and women?
2. What, if any, are the additional barriers or facilitators for CRC screening not
reported in the literature that could impact screening interventions?
Participant Description
A total of 32 individuals, 15 females and 17 males, participated in this study. All
respondents identified themselves as African Americans and were in the age group with mean
age of 56 years for females and 56 years for males. Participants also indicated they had not
previously engaged in any CRC screening activities. Two individuals were ultimately excluded
from the study as we found out during the course of the interview they had indeed engaged in
CRC screening. These two excluded individuals are not encompassed within the overall count of
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32 participants. Once this was discovered, these participants’ interviews were concluded and a
gift card was still provided to them for their willingness to participate in the study.
As discussed previously, efforts were made to recruit participants who resided in zip
codes that were found to have higher mortality and incidence rates of CRC as well as higher
rates of poverty. It was hypothesized that this strategy would provide rich data from populations
that 1) tend to be underrepresented in research and are underserved (e.g., very low income, hard
to reach, and not engaged in medical care), 2) might represent culturally-specific attitudes and
norms around CRC screening, and 3) represent communities that stand to benefit from
targeted/tailored CRC screening interventions. The series of maps below (see Figures 6-8) plot
the geographic distribution of participants in this study along with the distribution of key
characteristics (i.e., CRC mortality, CRC incidence, and poverty).
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Figure 4. Interview Participants' Home & CRC Incidence
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Figure 5. Interview Participants' Home & CRC Mortality
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Figure 6. Poverty, GI Locations, and Participants' Homes
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As shown above, participants were distributed primarily in the targeted zip codes. That is,
those zips codes with higher CRC mortality and incidence rates as well as higher levels of
poverty.
Table 8
Sociodemographic Characteristics of Participants

Sociodemographic Variables
Mean age
Income
Less than $20,000
$30,000 - $49,999
Declined to answer
Education Level
9th-12th, no HS diploma
High School diploma/GED
Some college (no degree)
Associate’s degree or VoTech
Bachelor’s degree
Grad or professional degree
Declined to answer
Marital Status
Never married/single
Unmarried partner
Married
Separated
Divorced
Widowed
Declined to answer
Insurance Coverage
Medicaid
Medicare
Medicaid/Medicare combo
Private health insurance
No health insurance
Declined to answer

Women (n=15)
% (n)
56 years

Men (n=17) Total (N=32)
% (n)
% (n)
56 years
56 years

60.0% (9)
20.0% (3)
20.0% (3)

70.5% (12)
17.6% (3)
23.5% (4)

65.6% (21)
12.5% (6)
21.8% (7)

53.3% (8)
13.3% (2)
13.3% (2)
6.6% (1)
6.6% (1)
6.6% (1)

41.1% (7)
29.4% (5)
23.5% (4)
5.8% (1)
-

46.8% (15)
21.8% (7)
12.5% (4)
6.2% (2)
3.1% (1)
6.2% (2)
3.1% (1)

33.3% (5)
20.0% (3)
20.0% (3)
6.6% (1)
13.3% (2)
6.6% (1)

64.7% (11)
11.7% (2)
11.7% (2)
11.7% (2)
-

50.0% (16)
6.2% (2)
15.6% (5)
9.3% (3)
9.3% (3)
6.2% (2)
3.1% (1)

6.6% (1)
13.3% (2)
26.6% (4)
26.6% (4)
20.0% (3)
6.6% (1)

17.6% (3)
11.7% (2)
35.2% (6)
23.5% (4)
11.7% (2)
-

12.5% (4)
12.5% (4)
31.2% (10)
25.0% (8)
15.6% (5)
3.1% (1)

Table 8 displays findings from the CRC Sociodemographic Survey that participants were
asked to complete. A total of 46.8% (n = 15) of participants were females and 53.1% (n = 17)
were males. This was the targeted distribution of the sample with two additional interviews being
conducted over the initial goal of 30. Overall, the study population represents those individuals
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that are low income, have lower educational attainment, and have not been screened for CRC.
Despite the low-income nature of the sample, only 15% of participants indicated they had no
health insurance. This turned out to be a beneficial characteristic of the sample since lack of
insurance is a structural barrier to CRC screening as indicated in the literature (Griffith, 2009;
Patel et al., 2012). The removal of this barrier in the unscreened sample provides opportunity to
dig deeper into individual’s narratives as well as additional structural barriers preventing
participants from engaging in CRC screening.
In addition to sociodemographic variables, participants were queried about their family
and individual experiences with CRC and cancer overall. This information provides some insight
on participants’ familiarity with cancer, cancer prevention, and CRC specifically. Results
presented in Table 9 were analyzed from the CRC Sociodemographic Survey as well as through
the interviews. As evidenced below, participants had relatively little contact with cancer
screening. All of them had no prior CRC screening, 46% had not engaged in any type of cancer
screening, and the majority had no known family history of CRC (only 9%, or 3 individuals,
knew of someone in their family who was diagnosed with CRC). However, it should be noted
that for all types of cancer, half of the participants had some family history of cancer. This lack
of personal experience in other types of cancer screenings is important to note when analyzing
the data, particularly in terms of their knowledge of cancer.
Table 9
Familiarity with Cancer and Screening

Self-Reported Family History of CRC
Yes
No
Had the Following Cancer Screening
Mammogram only
Mammogram & Pap Smear
Prostate Exam
No cancer screening history

Women (n=15)
% (n)

Men (n=17)
% (n)

Total (N=32)
% (n)

13.3% (2)
86.6% (13)

5.8% (1)
94.1% (16)

9.3% (3)
90.6% (29)

13.3% (2)
80% (12)

17.6 % (3)
82.3% (14)

46.8% (15)

6.6% (1)

67

Interview Findings
The findings are presented according to the thematic categories that emerged from the
interview data. Within each theme discussion, textual data substantiating claims to the thematic
category will be provided. Additionally, African American men and women’s responses will be
provided within each thematic section and instances where contradictory discussions between
men and women occurred will be explored. The results are presented using the following
thematic categories:
•

Preventability of cancer

•

Stigma and embarrassment

•

Men not serious about preventative health

•

Preparation process as a barrier to screening

•

CRC as a gendered disease

•

Not vulnerable to CRC

•

Misconceptions and lack of knowledge

•

Fear of the procedure and diagnosis

•

Social support

•

Advised vs. not advised to get screened
Within these themes, data used to develop these thematic patterns will be presented to

provide evidence of ways in which these themes are grounded in the data (Charmaz, 2006).
Additionally, textual data will be presented from both men and women in each of these thematic
categories to demonstrate where similarities and differences exist by gender. These thematic
patterns and emergent theories resulting from the data will lay the foundation for discussion of
significance of these findings and how the data answer the proposed research questions in the
subsequent chapter. The findings gathered from the resulting interview data are presented
according to each theme mentioned at the start of this section. In each thematic section, the
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findings will be grouped into male and female. This format will help present the findings to
mirror processes by which themes were identified within each unit of analysis, research
questions addressed in the analysis, and differences between the two groups that were identified.
Qualitative analysis, particularly in constructivist grounded theory, relies heavily on
outlining the steps undertaken to identify emergent themes, or theories in grounded theory
language (Charmaz, 2009; Patton, 2002). Under the thematic sections, text from interviews will
be presented under simple codes that were first discovered prior to the development of the larger
theme. For example, initial open coding of data revealed codes such as: sexuality,
homosexuality, homophobic ideas, and masculinity. As these codes became frequent throughout
the interviews, they were combined into the larger them of “Stigma and Embarrassment”.
It is important to note that these coding strategies are not the output per se, but rather the
mechanism by which the themes, or grounded theories, emerged from the data. Text from the
interviews is provided to demonstrate the connectedness of these themes to the data (Charmaz,
2009). The findings in the sections below result from their interview data. Findings from
interviews will be presented and justified by text from the data. Similarities and differences
between men and women will be discussed under each theme. The larger significance of
differences between the two groups, and connectedness with larger theories, will be discussed in
Chapter 5. For additional background information and understanding of the frequency of the
themes discussed, see Table 10. This table resulted from a matrix coding process within
Nvivio11. It is important to note the intent of the current study was not to determine the
existence of a quantitatively significant difference between African American men and women.
The totals do not necessarily reflect all comments since coding that was contradictory was not
included in Table 10.
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Table 10
Frequency & Distribution of Themes

Theme

Women
% (n)

Men
% (n)

Total
% (n)

Cancer is not
Preventable

0% (0)

100% (6)

100% (6)

Masculinity, Stigma &
Embarrassment

41% (9)*

59% (13)

100% (22)

Men are not serious
about preventative
health

55% (10)*

44% (8)

100% (18)

Preparation process is
a barrier

70% (7)

30% (3)

100% (10)

CRC is a Male Disease 80% (4)

20% (1)

100% (5)

Am not personally
vulnerable to CRC

50% (12)

50% (12)

100% (24)

Misconceptions & lack
43% (10)
of knowledge

57% (13)

100% (23)

Fear of procedure and
diagnosis

61% (11)

39% (7)

100%(18)

No Social Support

67% (4)

33% (2)

100% (6)

Not advised to have
colonoscopy

56% (5)

44% (4)

100% (9)

* When women discussed this topic, they were relating it to men

Preventability of Cancer
Participants began the interviews by being asked a series of questions about their
understanding and awareness of cancer overall. This was meant to be a question to break the ice
and encourage the participant to begin thinking about cancer prevention, however, a larger

70

thematic pattern began to emerge that is noted below. Codes that emerged in the open coding
process included: severity of cancer; family history of cancer; engaging in preventative
healthcare; tobacco use; and cannot prevent cancer. These codes are the foundation of the larger
thematic category of Preventability of Cancer or whether one thinks he/she can personally do
anything to prevent cancer from occurring.
As will be demonstrated below, African American women who were interviewed more
frequently discussed the idea that cancer, all types, can be prevented. This was discussed in
context of health lifestyles (i.e., no smoking, eating healthy, staying active, and going to the
doctor regularly). On the other hand, the African American men interviewed discussed the idea
that cancer is deadly and options for the individual to engage in cancer prevention are limited to
non-existent. This is one of the initial differences discovered among men and women in these
interviews – the Preventability of Cancer. Women in the study consistently spoke about the
severity of cancer overall, regardless of the cancer type. Participants were asked to discuss the
first thing that comes to mind when someone says the word “cancer.” The understanding from
participants about the severity of the disease can be observed in the types of words participants
associated with cancer: “Scary, it is really scary” (CRC16); “something dangerous” (CRC19); “a
little frightening” (CRC22); “sick” (CRC27);
“The first thing that comes to your mind, death. Oh I'm going to be ready to
leave here, I'm going to leave my son, I'm getting ready to leave my grand
baby, because I have one son, one granddaughter. I'm getting ready to die, what
is this boy, my son, going to do without me? I'm not ready to die, not ready to
leave.” (CRC32)
Similar to the women, interviewed men frequently mentioned the severity of cancer as a
disease. Less common than female respondents, men quickly associated cancer with the
inevitable death that is associated with a cancer diagnosis. This code, combined with other codes
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mentioned below, started to develop into a larger theme concerning the differences in the ways in
which men and women viewed cancer as something that was or was not preventable.
“You're going to die from it [cancer]. Eventually. That's the first thing that popup in my mind […] I think cancer is stronger than HIV, I think. Stronger, but I
mean that you would die from cancer before you die from HIV quicker.”
(CRC15)
“That you're going to die […] I don't know because I've never really
experienced it [cancer], but I know pain comes along with it, stuff like that. It's
scary, it's real scary.” (CRC13)
“I hear the word cancer and I say ‘well, I don't know, there might be something
to this joker. This stuff will kill ya.’ And then you ... There you go reading
paper, hearing it on the news, somebody dying for cancer.” (CRC3)
Another code under this theme was the commonality of participants’ familial history with
cancer overall. A majority of the women interviewed (n = 8) mentioned someone in their family
as having cancer. These brought out narratives of family histories that included aunts with lung
cancer; brothers with prostate cancer; grandfathers and fathers with lung cancer. This particular
theme points to the familiarity female participants had with cancer overall and could contribute
to their knowledge of cancer and perceptions about engaging in preventative behaviors. Women
frequently discussed breast and lung cancers when asked what came to mind when someone says
the word cancer.
“The first thing that comes to my mind is breast cancer. That's the first thing I
think of. By me being a woman I would think of breast cancer or lung cancer
because my grandmother died with that.” (CRC16)
CRC12: I had three brothers died of cancer.
JH: What type of cancer did they have?
CRC12: I really don't know what type of cancer, but I had three brothers die
with cancer.”
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The men interviewed also had a full history of personal familial experiences with cancer.
A total of eight men interview discussed having a close family member being diagnosed with
cancer. These cancers included lung, breast, cervical, and colorectal. Interestingly, a majority of
the familial cancer cases occurred in female relatives of the interviewed men.
“And I think about what he [participant’s father] went through. He, he was sick.
He couldn't go when he wanted to go because he started getting sick […] they
said uh, "There's nothing we can do for you." Because it [cancer] had spread.”
(CRC9)
“The first thing that come to my mind when, when you say cancer, I would say
lung cancer […] I had an aunt that died from it man. […]But I done heard a lot
about it. I know a lot of people that, y'know, "man, my mama got lung cancer,
my daddy got lung cancer, my auntie got lung cancer." Y'know, and how they
all done left.” (CRC4)
“Actually, I lost my father, my mother and my brother-in-law to cancer. My
father had lung cancer, my mother had stomach cancer and my brother-in-law
had colon cancer.” (CRC21)
“I know from my sister - my big sister - with my oldest sister she died about
two years ago-- two or three years ago. She died of lung cancer. She chainsmoked for about 30 something years and she used to constantly drink beer […]
It was bad, all the chemo and stuff that she had to go through.” (CRC17)
While nearly half of the women mentioned not smoking as a way to prevent cancer, there
were a number of female participants (n=4) that admitted to being smokers themselves.
Regardless of their smoking status, they thought that tobacco use is linked to lung cancer; some
even experienced family deaths contributed to smoking and lung cancer:
“I know with lung cancer, you can prevent it by not smoking. That much, I do
know. You see, I do smoke; yeah, that much, I do know is, the smoking thing is
definitely one of the big problems, is smoking […] and my grandmother, my
momma's mother died at 56 - from lung cancer. And that's early-age.” (CRC20)
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While not asked directly if they smoked, several men (n=7) were also observed to be
smokers. This was observed directly during the interview process where men were smoking in
front of interviewer. However, similar to women, men alluded to the need to quit smoking as a
necessary cancer prevention step. However, some men felt that even if a person quit smoking
he/she would still be around secondhand smoke.
“I hate to say it, but I know I don't need these right here (pointing to cigarettes).
I know this right here got a lot to do with lung cancer. That's something I
definitely ... That's a bad habit I got. I need to address.” (CRC21)
“I think I don't have no control of it [preventing cancer] and then sometimes I
think I do have control of it. I stop smoking these cigarettes. But then too, it's
two sides to everything even if I stop smoking. I be around people who smoke
where you might as well smoke the cigarettes.” (CRC14)
Some women acknowledged the role engaging in regular healthcare played in preventing
cancer. The role that detection and being aware of your health status was also common among
women as evidenced below:
“…just making sure that I get my yearly checkup, just making sure you check
yourself. If you see something or it's something unusual about you, try to go
and get that checked, not just sit around and say oh, it's nothing. Try to ask
people questions like people that I know or the doctor. Talk to them about it.
That's pretty much it.” (CRC16).
“If you don't go to the doctor then you never know what kind [of cancer] that
you got. If you wait too long, it can be too late for anybody to help you to take
care of that problem.” (CRC27)
This idea was not found among African American male participants. The fact that the
male participants did not actively discuss preventative healthcare as a way to prevent cancer is
closely linked to theme of ‘Men not as serious about preventative healthcare’, which will be
discussed further below. To a lesser extent than the codes above, women identified various
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components of what would be defined as healthy lifestyle choices as ways to prevent cancer.
These included eating right, exercising, and getting rest. Some observations from interviews
included:
“It's you're more likely to get cancer if you don't eat the right foods. Eat right.
Exercise like I said. Eat right and exercise. That's really all I know.” (CRC27)
Not all women interviewed mentioned the themes above as potential ways a person could
reduce their risk of developing cancer. Some women either had conflicting theories not mirrored
in other interviews (e.g., environmental toxins) or they were uncertain of the ways a person could
prevent cancer at all as observed below.
“It's kind of hard to say because cancer is not really based on a lot of do's and
don'ts. You can get cancer if you don't smoke, you don't drink. Basically it used
to be associated with that but now I think it may have something to do with our
food.” (CRC22).
“So I really do not scare and fear and worry because that is another thing again
that can, you, um, I just try to do what I can do humanly possible and the grace
of the Lord. To take care of me though because even the air that you breathe,
the water that you drink, everything is just contaminated. So you, yes, certain
things, so if you can keep up yourself as much as you can, then I guess you can
maybe ward off some of the things. And if your diet allows certain things then
you can get help and do something, things like lifestyle, whatever. You can
help yourself too.” (CRC5)
Overall, the men interviewed did not discuss this particular idea when talking about ways
to prevent cancer. This aspect points to other themes concerning the role of masculine identity
plays in perceptions about health and engaging in preventative healthcare.
Summary of Theme
Men were the only group to bring up the code of “cancer is not preventable”; this was an
idea that cancer was not something a person had much control over. This idea was commonly
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discussed along with the idea of severity of a cancer diagnosis among African American males
interviewed. Conversely, women frequently discussed the importance of routine doctor visits,
healthy lifestyle choices, and no tobacco use. In comparison, the times men did discuss any type
of cancer prevention it was in terms of tobacco use, but even in these instances men pointed to be
exposed to secondhand smoke even if a person quit smoking negating any positive impact of
personal health choices. This again solidified the idea that an individual has little to no control
over his/her chances of being diagnosed with cancer. This aspect is discussed further in the
theme of Men not as serious about Preventative Health.
Stigma and Embarrassment
As codes around rectal procedures, anal procedures, masculinity, manhood, and
homosexuality began to emerge in the data, a larger theme combining these ideas was developed.
This was the idea that the stigma (e.g., any anal insertion for an African American male) and
embarrassment (e.g., a man’s vulnerability during the procedure) was linked to the idea of
masculinity of African American heterosexual males. Interestingly, African American women
did not see the procedure as something that was associated with stigma, but they did ascribe this
aspect to African American men’s hesitancy to get screened.
African American women interviewed discussed the stigma African American men might
have around the colonoscopy because it involves a medical procedure where a tube is inserted
through the rectum and into the colon. Women did not see this as a much as a stigma for
themselves as they did for males. This was due to the idea that the colonoscopy involved anal
insertion, which was viewed as a potential affront to an African American man’s idea of
masculinity. Additionally, the very idea of someone’s manhood was described as being
challenged by men according to women interviewed.
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“I think men have more pride about it. Far as a man, they think they won't be a
man no more [if they have the colonoscopy]. Far as that part. A woman ... me, I
would go. I wouldn't have a problem with it at all.” (CRC16)
“Most men don't want you probing in their behind, period. (laughs) That's their
main reason (laughs). That's men’s main reason. Now, women, I don't know,
because most of the time- Most of the time when women have full physicals,
they get that done anyway. You know, they go through the whole process, they
even do the gloves, and they check all that. So I think it's different with women.
Women can handle it pretty much better than a man can. Because I've heard
men say, ‘I hate to go and they tell me to turn over and bend over.’ He said
‘That's the most embarrassing thing for any man, but I know I've got to go
through it.’ I say, ‘Well, see, that's the difference between y'all. We, as women,
we get- we get that kind of exam anyway, so it's no different to us.’ But it's
personal with men. Yeah, it's definitely personal with them.” (CRC20)
“I just don't think ... I mean, my husband, I probably will have to knock him out
and drag him in. I mean, he is just not going to let anybody go back there and
have that in there.” (CRC22)
“Yes, men just stubborn. I'm just being truthful with you. A lot of times men
feel like you know men don't want nobody playing with their butt. They'll tell
you that nobody don't mess with my butt. A lot of times men they try to be
strong. They try to ... They don't want to do it because, I don't know, maybe
they feel like they'll be less than a man if a, you know, doctor mess around with
their behind. […] I just think men don't like nobody, you know, they ... It's a
heterosexual, they don't want I don't know, to mess with their, you know their
rectum.” (CRC24)
CRC8: Yeah, how it's inserted and then I also think about that's why maybe one
of the reasons why men don't want to take it. Yeah, they don't want anything
going up in their rectum. (chuckle) Yeah, so, yeah JH: So you say that's a
barrier for men ... more so than for women? CRC8: Yeah. JH: What is that do
you think? CRC8: I don't know, you know men want to be macho.
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While several women discussed the themes above in some fashion, there were three
women who felt that there was no real difference between men and women in terms of the
barriers to getting a colonoscopy.
“I think there's no difference [in barriers to screening] because we all got the
same thing ... I mean we ain't got the same thing. You know what I mean.”
(CRC27)
“No, it don't [believe there is a difference in barriers]. Because there's some
men just as much scared as a woman is. No, I think it's about the same.”
(CRC30)
While only a few male respondents touched upon this theme directly, it is important to
include given the indication women had about men’s potential concern with any medical
procedure that involved insertion in the rectum. When asked generally about CRC, these men
brought up this aspect of the disease. Additionally, the men interviewed discussed this as a
barrier for them to engage in endoscopic screening.
“Y'know, because I don't know if it's the one where they go up in your rectum,
and uh, they said if they catch it at a, at a certain stage, they can cure it.”
(CRC4)
“A doctor has to go up your rectum. That’s the first thing on my mind [when
someone says colorectal cancer].” (CRC10)
Similar to the discussions about CRC cancer overall, men were asked to discuss what
they knew or had heard about any type of CRC screening mechanism. Similar to discussions
with general CRC knowledge, men focused on the insertion of the camera process as something
they knew about the colonoscopy more so than women interviewed. Additionally, more men
discussed the liquid laxation bowel preparation process prior to having the colonoscopy as well.
Finally, men, overall, were more knowledgeable about the age in which people should begin to
have colonoscopies when compared to the women interviewed.
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A majority of the male respondents discussed being aware of a colonoscopy and that the
test involved: “putting something up your butt”(CRC3); “putting a camera up your rear”
(CRC23); “they put a camera up in you” (CRC18); “they stick something up your rectum”
(CRC17); “when they stick a finger up your butt” (CRC11); “the only thing I know is that they
check your rectum, that’s all” (CRC10).
Dissimilar to women, men commonly discussed how the colonoscopy procedure’s
potential for embarrassment was a barrier for them. This did not necessarily hold true for all
men, as will be discussed below, but it was a more frequently theme found within the Perceived
Barriers structural code.
“It was embarrassing to me. I just don’t want them fooling around in my rectum
at all. Period. That’s the way I look at it.” (CRC11)
CRC18: Really I think it's [colonoscopy] kind of intrusive. Then it's against
everything I've said. It's going against your manhood. JH: The procedure itself?
Talk to me a little about that. How do you feel about that? CRC18: I don't think
nobody should go up my rectum. I think it's an outgoing thing, not an in-going
thing. JH: Even if it's a medical procedure, it doesn't feel right? CRC18: No, it
don't […] I feel I'd be violated if somebody ran ... Put a camera up my butt.
“Well ashamed as far as the procedure, how many people would feel
comfortable getting undressed and doing something like that. Especially being a
man. That's just not common to have something like that done. You go to the
doctor they normally check your heart, that doesn't take anything. Check your
tonsils, nose, ears and things like that. Once you start having a procedure done
that involves dealing with your rectum that takes it to a whole different level as
far as being comfortable. I think that may be what keeps a lot of people from
actually having the procedure done.” (CRC23)
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As mentioned above, not all men felt the procedure was something that would be
embarrassing and, in fact, the benefits of knowing whether or not a person had CRC would
outweigh the potential feelings of embarrassment.
“No. I wouldn't get embarrassed because if I have it [CRC] then I can get help.
I wouldn't be embarrassed.” (CRC10)
“To me, I don't care what folks think. I'm going to be checked, so I'll know
whether I have it [CRC] or not. No, no. If I have it, it'll be treatable. If I don't, I
ain't got nothing to worry about. But I'm still have it done every ten years once I
start and I live to see it. Every ten years I live to see it, I'm going to have it
done.” (CRC14)
“Maybe a little nervous. I ain't going to be a little embarrassed, but probably, be
a little nervous. I put the word nervous instead of embarrassed because
everybody-- they is nervous or ashamed or something. You're always going to
be ashamed or nervous or embarrassed or something. Even if they might be
embarrassed about something that don't make no sense. If it's something that's
dealing with your life, you'll be more nervous than anything.” (CRC17)
Summary of Theme
Differences in ideas between African American men and women were observed within
the theme of Stigma, Embarrassment, and Masculinity. Overall, men discussed the idea of a
colonoscopy as something that could be perceived as a homosexual act, a “violation”, or even
rape. These statements also mentioned being less of a man or not masculine if one engaged in a
colonoscopy. Women supported this view of African American men being opposed to anything
involving the rectal area despite it being a medical procedure. African American women
discussed how this connotation had a negative impact on men’s heterosexual, masculine identity.
Women admitted that the colonoscopy was a procedure that brought about ideas of
embarrassment, but this potential barrier was not something that, individually at least, would
prevent these women from going through with the procedure. Additionally, African American
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women pointed to the fact that over the course of their lives, they are routinely engaged in
preventative health care screenings that involve sexualized parts of the female body (e.g., Pap
smear, Mammography).
Men not Serious about Preventative Health
A prominent theme emerging from the interview data of both women and men included
the perception that men were not concerned about their personal health to the degree that women
were. Words describing men as “stubborn”, “stoic”, and “suffering” worked to solidify this
perception among women. This attitude and perception about men and preventative health is
linked to masculine norms and what health overall means to men. Interestingly, as is shown
below, both men and women corroborated similar beliefs about men and preventative health.
That is, men were not as likely to engage in preventative health when compared to women.
“I think women are just more willing to take whatever steps necessary to take
care of their health. Men kind of procrastinate, not a big deal, not an issue. They
kind of overlook the signs and symptoms or whatever because their testosterone
takes over a bit sometimes. They don't think they need any help until it gets like
they are in so much pain they have to go.’”(CRC22)
“So I think it'd be ... It's hard to get men to go to the doctor. Now women, most
women, they do care about their body. A woman will go to the doctor most of
the time. If she have the things that she need or have insurance....” (CRC24)
“Pride. You know lots of us it's pride. You think you're all right. You're not all
right. You know a lot of time it's just pride, especially men. […] They're all
right, ‘Oh, I'm alright’, you know, then you're not all right. Sometimes you
know you're not alright. Sometimes you know you're not all right, but you still
won't go.” (CRC26)
“I don't believe a lot of men take their health as serious as women do. And then
some of them don't take their health serious, too-- either. So with like versus ...
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I feel like a woman takes her health and having a colonoscopy more seriously
than a man does.” (CRC31)
This particular theme was the most common of all the responses among men when asked
about the potential difference in barriers to screening for men and women. Similar to African
American women’s responses, African American men alluded to the idea that men are not
particularly serious about their health as compared to women. This was particularly true when
discussing the idea of preventative health.
“A lot of, y'know, there's a lot of black people ... I would say black men, uh ...
the only time they gon' go to the doctor is when they are hurt. They ain't fixing
to go get checked up to see if there's anything wrong. They ain't gonna go until
it's almost too late.” (CRC4)
African American men discussed the idea that women took more personal responsibility
for their health. There was not a general common rationale for this explanation. Men expressed
the idea that women, overall, simply took their personal health more seriously. This was not
ascribed to any cultural ideology or norm, but rather something that was assumed to be truth. The
excerpt below gets to the idea that these differences are biologically intrinsic.
CRC4: Well, I, I think a woman is more caring than a ... more caring, careful
than a man. I do. Um ... the man would be less likely to want to get one
[colonoscopy]. Whereas I believe if they told a woman to, she would go get on
and do it. Yeah.
JH: Why, so, why do you think that?
CRC4.0: Well, they, they, they made ... I ain't gonna say they made different.
They, their thought process is different ...... from, from ours. I mean, they take
things more serious, than a man would. I tell ya, I think they would.
“Uh, men are you know... women feel, support each other in an attempt to, for
medical benefit. Um, that's the best way I can put it. I'm concerned about
everybody's health but yet I'm the last one who even thinks about my health
being detrimental. I think that they [men] take it for granted because women
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have to have basically breast examination. My fiancé she had, you know, what
you call it, breast examination. You know just about every year or every other
year or something like that. I even get scared for her. And uh, we as men you
know, we take it more lightly than I think women.” (CRC9)
Summary of Theme
Preventative health was discussed in terms of gender roles and acceptability among
African American men and women. This was presented as the idea that men do not routinely
engage in any healthcare, especially preventative healthcare. This contrasted with both men and
women’s perceptions of how females perceive preventative health. Women and men felt that
overall women were more likely to take their health serious and engage in activities prescribed
by medical professionals. While men, on the other hand, were willing to wait until the last
minute to actually go and seek help from a medical professional.
This theme is linked closely to African American men’s opinions about the preventability
of cancer and CRC as well as their lack of knowledge of preventative health behaviors overall.
Women, because they displayed and were ascribed by men, more health knowledge, were also
seen as more likely to engage in these preventative behaviors than men. Again, this is another
perceived difference that is similarly shared among the interviewed African American men and
women.
Preparation Process as a Barrier
An interesting theme came up in the interviews around the preparation process necessary
to have a colonoscopy done. This process involves some fasting as well as taking laxatives the
day before in order to cleanse the bowels before the procedure.
Women discussed concerns with the preparation process prior to having the colonoscopy
procedure done. The concern was primarily with the cleansing of the bowels through the use of
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laxatives. However, as women discussed these concerns with the bowel preparation, they
mentioned being agreeable to go through with the screening because of the importance of the
test.
“Sounds like all of them [preparation steps that are a potential barrier]. The
reason why I say that is because first of all, I think taking the laxative they tell
me that you have to constantly go to the bathroom. I don't think I would like
that. Drinking some white stuff, I guess that's the same thing, I'm not sure. It
comes to staying on the toilet, you know, you can't go nowhere. Just constantly
being at home using the bathroom. Constantly using the bathroom. I think about
it because a lot of times when you have diarrhea you constantly go to the
bathroom, you know, your body gets sore down there. You have like a little
rash or it gets sore, you know. That would be uncomfortable for me.” (CRC24)
“Just for my stomach to grate all day, oh my god. I don't like that. Then you can
go to the bathroom so much until your rectum becomes sore.” (CRC32)
When discussing barriers, several men also mentioned that the bowel cleansing and
preparation process (including not eating solid foods) was a barrier that would be difficult for
them to overcome or a reason they had not gone through with a colonoscopy in the past.
Additionally, one male mentioned the difficulty of abstaining from alcohol prior to the
procedure. Unlike the African American women that were interviewed, these men discussed this
barrier as something that will be a challenge to overcome, especially when combined with other
identified barriers.
“They [doctors] had said something about it when I was about 51 or 52. When
they told me how they do it, I said, ‘No.’ I said, ‘I don't want that done because
I don't want to be staying in the house close to the bathroom all day long.’ I
said, ‘No. I don't want to have that done.’” (CRC14)
“I need to come clean with you. It's a challenge, and it's ignorant, but this is
how I felt. My partner on [floor] 10, he told me that you can't eat 24 hours
before you take this test I think is. They give you this stuff to drink. I believe
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that's part of the reason why I never went. I don't think I cannot eat or drink for
24 hours. It's a sacrifice I'm going to have to make […] That drove me away.
That was part of the reason too. The fear of not being able to eat me a sandwich
or drink a cold beer for 24 hours. That might not be hard for you to do, but that
would be hard for me to do. I'm just being honest. Like I said it's stupid, a
stupid reason not to go.” (CRC21)
“My biggest problem with this thing, you know what it's gonna be? Not eating.
Not eating. Cause man, I'm a ... man, I'm a glutton when it comes to food. I ain't
gon' tell you no lie. That's one of my worse sins, man, is gluttony. Because I
love to eat.” (CRC4)
Summary of Theme
African American men and women both discussed the bowel preparation process as a
barrier to CRC screening. However, women tended to feel, while it would be a challenge, it
would not be something that they could not overcome in order to go through with the
colonoscopy. Men discussed how this particular step in the process was something that had
caused them concern and worry about the colonoscopy. Ideas around substance abuse and
alcoholism were brought up in one gentleman’s concern with not being able to refrain from
drinking for an entire day.
CRC as a Gendered Disease
The idea that CRC is a gendered disease concerns the belief that CRC is something that
men (or women in cases of some cancers) are more likely to be diagnosed with. This theme
emerged from primarily women interviewees. This speaks to what CRC messages being received
by African American women are resonating with them. The women interviewed who exhibited
some knowledge of CRC had generally admitted to believing CRC was a cancer more frequently
found in men. There was also evidence of some confusion linking prostate cancer with CRC.
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“Colon cancer, me when I hear that, I always think of men, but it's not only in
men. It's in everybody […] For one thing, I really don't understand what colon
cancer is and is it a female thing or is it a male thing. I don't really understand
where it come from.” (CRC16)
CRC20: When they say- because I always thought they were almost the same,
the colon and the prostate. I always thought they was almost like the same. But
I guess they're not; they're different.
JH: So you think that when you think of colon cancer, you think more of men,
or do youCRC20.0: Well, I think more of men than I do than women. Because there used
to be a saying that men’s were the ones that was getting this prostate cancer, not
women. But nowadays, it's no name. It does not matter whether you're female
or male. Cancer goes- because I just recently found out that men gets breast
cancer. I never knew that. I never knew that. But I said, ‘Oh, my God, that's
something new on me. I didn't know mens could get breast cancer. Just only
women.’”
African American men did not mention any perceptions about CRC being a male or a
female disease. For the men interviewed, they felt the disease could happen to anyone, with little
warning. Some men did acknowledge that age was a factor, “you have to be a certain age to get
[CRC]” (CRC10), but overall male responses tended to focus on the unpredictability of CRC:
“[CRC] can happen to anyone. You never know. You never know if you have it
or not. All I know is it’s a silent killer” (CRC29)
Summary of Theme
While findings contributed to this theme underscore the theme of Lack of Knowledge and
Misconceptions of CRC, it is important to draw out since several women interviewed discuss
their impressions of CRC as more of a male disease. Conversely, men did not appear to be
receiving the same message since this idea was not brought up in their interviews. For the
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African American men interviewed, CRC was similar to other cancers in that it was not overly
predictable and could happen to anyone.
Not Vulnerable to CRC
The concept of being personally vulnerable to CRC was something that spanned both
African American men and women we interviewed. For both groups, who have never engaged in
CRC screening, the commonly held opinion was that CRC was not a disease that they were
concerned about. This theme came about through a combination of codes that identified the
rationale for not being personally concerned about CRC. These included: protected by healthy
lifestyle; no cancer in family; and never thought about CRC.
Overall, a majority of the women interviewed (n=12) expressed little concern with their
potential to develop CRC. The reasons behind why they had less concern about their personal
risk of this cancer are varied. Some women participants who expressed little concern with their
individual risk of contracting CRC pointed to their healthy lifestyles as a factor lessening their
risk of developing CRC. These lifestyle factors included not smoking, eating healthy, having
regular bowel movements, and drinking juices.
“I don't know because I'm ... you know they say you can get cancer by
smoking. But, I don't smoke, you know so, you know, I never smoked, so I
don't know what cancer comes from ...” (CRC6)
“I don't feel I'm at risk. Um, I just don't feel like I'm at risk, I'm not ... I believe
that I am a health nut. (laugh) […] Um, I, I'm grateful, I'm very spiritual. I
believe in healing, healthiness and all those type of things I incorporate into my
lifestyle. And um, so I don't believe I'm at, at risk at all. (CRC8)
“But as far as I know I really don't have any problem, real concern like I have
three bowel actions. Sometime three times for the day.” (CRC5)
Some women discussed the absence of any cancer in their family as a reason they feel
they were less likely to develop CRC.
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“I really couldn't say. I don't have a high ... my family don't have a high history
of cancer. No one who has had a colonoscopy come back with any negative
results. I just don't think ... I just don't. I can't explain ...” (CRC22)
Several women mentioned never giving any thought to the possibility of that they would
ever develop CRC. This was attributed by some, to just turning 50 years of age and not really
thinking about their personal health until now.
“When you're younger you're wild and it feels like you're going to live forever
and always doing things without going and getting checked, but the older you
get and once you pass your 50's, that's when I really took my health seriously.”
(CRC30)
“Out of mind. Matter of fact I had the doctor, let me see, 2014, I was going to
have one. They gave me the thing to smear your feces on, you mailed in and all.
I didn't do it. Didn't even know about this at the time. You understand? I didn't
know. I just didn't feel it was going to happen. That's a big mistake, because
you're human, and just as sure as you live, something is going to come upon
you. My thinking, my way of thinking, it ain't going to happen to me.”
(CRC32)
“That's why I wouldn't think I would have it [CRC] because I don't have
nothing changing on me.” (CRC16)
A majority of the women interviewed expressed a general lack of concern about the
possibility of them developing CRC, however, there were some women who did mention fear
about their risk of developing the cancer. These women attributed their personal risk of CRC to
several factors, including overeating:
JH: Do you feel that you're at risk for having colon cancer?
CRC12: Oh, yeah.
JH: What do you think puts you at risk for having it?
CRC12: Mostly I eat a whole lot, all like that.
JH: Okay, so do you think that overeat ... What do you mean, overeating?
CRC12: Overeating.
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Another factor influencing perceived susceptibility was being constipated:
“Before, I was real worried [about developing CRC]. I was constipated a lot.
Now I'm back regular.” (CRC19).
“I hope and pray that I don't have cancer because I do have problems in certain
areas too. Like in some instances you see constipation and all that stuff. It had
me very worried; I'm truthful with you.” (CRC24)
Chemical additives in foods was also mentioned as a factor contributing to everyone’s
susceptibility of developing CRC:
“But see, I feel like any kind of sickness, it don't have no family quality to it. It
don't have nothing. I'd be just as much at risk as anybody in my family who
hadn't had it. Because the stuff you put inside your body -- food wise and drinks
and all that stuff -- some of it you don't know. They constant changing it putting
different chemicals in it, so therefore you don't know what's going inside your
body. To me, everybody is at risk because the family didn't have it.” (CRC30)
When men were asked the questions related to their perceptions of how vulnerable they
were to being diagnosed with CRC, they overwhelming indicated they did not view themselves
as particularly at risk. Overall, 12 men indicated no or little concern with being diagnosed with
CRC. Of these men, a majority (n=10) discussed having no concern about developing the cancer
or never really worrying about developing the cancer. This code found among men was more
pronounced than in the interviews with women. However, similar to women, several men
mentioned their healthy lifestyles as a protective factor from CRC as well as no evidence in their
family’s history of CRC.
As mentioned above numerous men spoke about having little to no concern about the
possibility of developing CRC in their lifetime. This risk-free concern was attributed to faith or
the ideas that worry about the disease could have negative impacts on mental (and later physical
health).
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“I never thought about it [getting CRC]. I feel that I’m okay. I don’t have it, and
I never took time out to think about it. That’s why I feel that.” (CRC10)
“I never thought about it [CRC]. I never even thought about it. I might be [at
risk of CRC], but like I say I never thought about it. I done lived sixty-two
years. Hey, I haven't got that much more to go. You hearing what I'm saying?
(CRC11)
“I really wasn't even thinking about it [CRC]. It wasn't even on my mind.”
(CRC13)
“I don't think I'll never get it. So far, God is taking care of me. I always praying
my son, my daughter and my grand-kids don't never get no real bad infection.”
(CRC17).
“I have no chance about getting it if I wasn't born with it. By god, if something
just happened, you age and then you living, I can't worry about that. I don't
worry about that. I don't worry about nothing I can't change. Me, I don't, I don't
worry about that. Take care of yourself.” (CRC28)
“It [not worried about CRC] has to do about my religion. I have enough faith
that if He brought me out of that the first time [with a chronic diseae] I went
through it. He'll do it again. I don't feel I’m far more worthy.” (CRC29)
“I ain't been taking a tests or thought about taking no tests, because it don't ... I
feel in my mind to me that it's not there ... I tell myself I ain't got it, so what's
the use of me taking time out to go get a test and I know I don't have it.’”
(CRC3)
Some men discussed how their healthy lifestyle factors help protect them from CRC as
well. This code was not as prominent as it was under the women’s structural coding of Perceived
Susceptibility, and also included some misconceptions about what factors were protective against
CRC.
CRC7: I, I believe I'm at a light risk, though, of it. JH: What do you mean?
What makes you less at risk, do you think? CRC7: I guess not having it. I mean,
you know, or being around the folks ... I mean, I don't know if it's, it's, it's
catchable or what. I, I couldn’t say.
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“[Not at risk of CRC] because I'm not in the streets. I'm not drinking and
drugging. I feel like I'm healthy, eating right, taking medicine.” (CRC10)
Fewer men than women linked a family history absent of CRC as a protective factor, but
there were some who mentioned this as a reason they had little concern about developing the
disease.
“See, well, everybody in my family is pretty much void of cancer. So, y’know,
cancer never – not to say I couldn’t catch it – But I mean, it's never been a big
concern because nobody in my family ever had it.” (CRC4)
Summary of Theme
Overall, both African American men and women felt they were not any more vulnerable
to being diagnosed with CRC than any other group. Statistics in Chapter One show a different
reality. The rationale behind these perceptions of low vulnerability included: eating healthy; no
evidence of cancer in the family; and regular bowel movements. Interestingly, more interviewed
men discussed the idea of CRC being something that was never on their mind as a concern.
Some women mentioned this as well, but to a much lesser extent than males. Linking this theme
to the other themes of Cancer not Preventable and Men not Serious about Preventative Health,
starts to build a more complete picture of barriers to CRC screening. This will be discussed
further in Chapter Five.
Lack of Knowledge and Misconceptions about CRC and CRC Screening
As discussed previously in Chapter Two, lack of knowledge and misconceptions around
CRC are frequently found throughout the population. The interviewed participants were no
different in this regard. Overall, men and women expressed limited knowledge of CRC and CRC
screening. This is a critical aspect of engaging in screening behaviors since a lack of knowledge
or misunderstanding of the risk factors for CRC can impact the desire of a person to engage in
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screening. The misconceptions ran from believing CRC could be sexually transmitted to thinking
it was something that one could catch by using unsanitary toilets.
Some women expressed knowing very little about CRC so could not provide much
discussion on these general questions. When asked what they knew about CRC, their answers
were: “Nothing, really” (CRC1); “Nothing at all” (CRC12); “I don’t know much about it except
for bowel movements” (CRC18); “I don’t know. It just hasn’t been a great part in our family”
(CRC31). Women knew about cancer and that there were different types, but other than that little
additional knowledge was observed.
“It's a lot, and it's a lot of different kind of cancers. I didn't know that either. It's
a whole lot that I didn't know. What I really was thinking about cancer is breast
cancer. That's really what was on my mind and lung cancer.” (CRC16)
While general knowledge of CRC screening, specifically colonoscopies, was found to be
common among the women interviewed, there were some misconceptions about when a person
should begin getting screened. Answers ranged from “about 20 years old” (CRC1); to “men in
their 30’s” (CRC8); and “probably about 40-ish” (CRC22). Some women were unaware any age
aspect to when a person should begin screening, which lead to her not being screened:
“Because I didn't know you had to be a certain age to start having them.
Because if I knew it was 50, when I turned 50 I would have had one then, but I
didn't know.” (CRC30)
When asked to discuss generally what they knew about CRC, men admitted to having
very little knowledge of the cancer overall. Particularly as compared to women who exhibited
some knowledge of CRC overall, men had little to say about what CRC was. However, a few
men did have some knowledge about the disease that CRC had some involvement with rectal
procedures and involved some parts of the digestive system.
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“I think it got something to do with the stomach parts. I don't know. I ain't
never heard of stomach cancer, but I see it's possible because it's a lot of other
cancers. You get lung cancer, bone cancer, throat cancer.” (CRC14)
“And this colon cancer, I don't know too much about it. I really don't know that
much about cancer. period. But I did know that there's certain cancers that you
can get. Like lung cancer, breast cancer, and skin cancer and colon cancer, but I
don't know a lot of information about none of them.” (CRC17)
“That's one thing I'm illiterate when it comes to colon cancer. I don't know
anything about it. I've never known anybody to have it, accept these last six
month when my brother-in-law had it. I'm in my 50s.” (CRC21)
Similar to the discussions about CRC cancer overall, men were asked to discuss what
they knew or had heard about any type of CRC screening mechanism. Similar to discussions
with general CRC knowledge, men focused on the insertion of the camera process as something
they knew about the colonoscopy more so than the women interviewed. Additionally, more men
discussed the liquid laxative bowel preparation process prior to having the colonoscopy.
A majority of the male respondents discussed being aware of a colonoscopy and that the
test involved: “putting something up your butt” (CRC3); “putting a camera up your rear”
(CRC23); “they put a camera up in you” (CRC18); “they stick something up your rectum”
(CRC17); “when they stick a finger up your butt” (CRC11); “the only thing I know is that they
Several men focused on the preparation steps when asked what they knew about CRC
screening tests.
“They going to have to give me some liquid and I got to make sure I'm at home
all that day, close to the bathroom. Because it might be a surprise where you
won't even know it.” (CRC14)
“You're getting some kind of liquid or something. And it follows it to show that
you got a regular bowel movement or something like that. I've heard bits and
pieces like that, people be talking.” (CRC17)
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“I was supposed to get this liquid, and drink this liquid, and supposed to take
everything out of my system and then I was going to go and have the uh, a test
done.” (CRC4)
Summary of Theme
Overall, there were not significant differences in terms of knowledge of CRC among
African American men and women. However, there was a general lack of knowledge across both
groups. This lack of knowledge ran from knowing nothing at all about CRC to having
misconceptions about CRC. For example, several men mentioned thinking that CRC could be
contracted via sexual contact or using an unclean toilet. This knowledge deficient is important to
acknowledge given the sociodemographic characteristics of the participants (i.e., low-income
and lack of high school diploma).
Fear of Procedure and Diagnosis
The theme of Fear of the procedure and CRC diagnosis emerged from the combination of
several frequently occurring codes resulting from the interviews. These include the emotion of
fear generally, concern about what would happen if a positive diagnosis resulted from the
screening, and fear with the potential pain associated with the procedure. This theme was
expressed differently among the interviewed African American men and women. For example,
men did not mention fear with the actual procedure or potential for pain, but rather the fear of a
positive diagnosis and what that meant for their future as well as their mental health.
Several women mentioned the fear of pain associated with the colonoscopy procedure as
a concern they had which played a role in their hesitancy to commit to the screening. When this
was discussed, the experience of others was brought up to explain origin of this concern. For
example, a friend discussing a painful experience with having a colonoscopy done. Others
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mentioned finding out information on their own via the Internet to get a better understanding
about pain issues with the procedure.
“Pain, yes. Oh my God. That’s something I can’t deal with is pain.” (CRC16)
“They're talking about -- it hurts when you use the bathroom. I can imagine. I
can imagine everywhere hurts, bones break down and everything […]
everybody said it don't hurt but just the idea to me, where they got to do it from,
would hurt.” (CRC30)
“The pain. Are you in pain? Then I found out they numb you, you don't feel.
That's what I'm saying. This is why now, I'm a Google person. I Google
everything now. I do. Even my medications. […]That's how I learned a lot
about colon cancer. Google. If you sit and listen to other people's stories and
your story might be hard, you know a hard story, then just when you telling me
your story, then put it in my mind already that if it hurt him, it's going to hurt
me. That's the way I'm going to take it. It's just I'm not going to have it.”
(CRC32)
Women interviewed frequently mentioned fear of a potential diagnosis as a barrier to
engage in CRC screening. As will be discussed later, this fear did not necessarily preclude these
women from wanting to get screened, but rather played a role in their decisions to avoid
screening up until this point in time.
JH: The procedure itself makes you nervous?
CRC1: Yes. Yes. Yes. Yes.
JH: What about it exactly? Just an understanding of what goes on?
CRC1: I know what's going on, you know what I'm saying. As it happens, I
have to [be sedated] and I ain't going to know what's going to happen.
“I probably would be scared of what they would tell me. I probably would do it,
but I'll just be nervous about it, but I would do it.” (CRC16)
“They're afraid. They're afraid. They say, ‘Well, okay, I felt fine, I'm doing fine,
but all the sudden I go to the doctor to have a test done and all the sudden he
come back with some bad news.’” (CRC20)
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“Because I was scared. I'm listening to different peoples and they're saying they
go up in your rear end and all that stuff. But I said one day I'm going to go and
have one did and stop listening to people no more. Because it is serious. And I
do take my health serious.” (CRC30).
For the men interviewed the theme of fear related primarily to the fear with the potential
results from the colonoscopy. These fears are what several men ascribed to for others as to why
they might not have gotten screened.
“I think a lot of people might have it [CRC], but they're scared to go get
checked out. They think if you that ... it's scary, to be honest. […] They're
scared. A lot of folks don't want to get a check up. A lot of folks don't want to
get screened. They're scared of the results.[…] People don't want to find out
about it being in the community, about how a lot of them are going by letting
folks know that this is serious.” (CRC29)
“And a lot of people don't want to know. They really don't want to know if
something is wrong with them or not. Y'know, I, I see people walking around,
‘Hey man, why don't you go to the doctor? You have a bad cough.’ ‘Oh, I'm all
right.’ Nah, he don't want to go cause he don't really want to know what it is
that's ailing him.” (CRC4)
“Like I said, uh, my nerves jump like crazy. I can't sleep the night before if I
have to go to the doctor, even the eye doctor you know. Because, uh, I guess
you'd say, what do I have to fear? You know, uh, the fear of the known. The
fear of they might find something wrong with me you know […] I don't want to
know.” (CRC9)
Summary of Theme
As shown above, African American men and women discussed the issue of fear as a
barrier to engaging in CRC screening. However, there were slight differences in how this fear
was experienced among interviewed men and women. For example, women mentioned being
fearful of the pain that might accompany a colonoscopy procedure while men did not discuss this
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as a fear. Overall, the men interviewed saw the potential for a positive diagnosis as something
fearful about the colonoscopy. This theme of fear, specifically among men, can be linked back to
theme of the Preventability of Cancer. Women also expressed this fear, however, they more
often discussed while a positive diagnosis is fearful, it is better to get diagnosed earlier because it
is more curable at that point.
Social Support
The overall majority of participants interviewed expressed having various forms of social
support necessary to engage in a colonoscopy. This included tangible support of someone being
able to drive them to the procedure as well as information support from social networks that
could provide recommendations or information about the colonoscopy procedure. However, it is
important to note that some women and men interviewed discussed having no support available
that is needed for certain steps of the colonoscopy, which includes a driver and someone to wait
in the waiting room for the patient during the procedure. In this group, four women and two men
discussed lacking this social support to engage in a colonoscopy.
Women that had no family in town or were new to Memphis expressed initial concerns
about finding someone who could aid them in the colonoscopy process.
“Well no I [don’t know someone that can take me]... Yeah because my
children, you know, to be truthful I'm not as close with my children as I'm
supposed to be. I know my sister she work and I probably wouldn't ask her. My
children, then I got two living ... One in Arkansas, one in Conway. Well both of
them living, well here in Arkansas one lives in Conway and then my son lives
in Dallas. Right and by me being separated I don't have the support that I had
when I did have lymphoma cancer because I did have the support with my
husband going with me back and forth to Little Rock. That was a support. Now
if I go through something like that it'd kind of be a little hard on me without that
support that I once had with him.” (CRC24)
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Men discussed this issue in a similar manner, feeling that finding a person
would depend on a variety of circumstances. For example, when the
colonoscopy would be scheduled.
“Whenever they decide they try to give me the test, I'll try to look for
somebody during that time. I don't know what date. Therefore, I can’t be
looking for somebody.” (CRC25)
Summary of Theme
It is important to note that the majority of both men and women interviewed mentioned
having some form of social support to assist them with the colonoscopy process. However, as
shown above for some individuals this would be a barrier to engage in screening. This has
implications on CRC screening interventions in low-income neighborhoods, specifically how to
address social and familial isolation along with poverty issues like lack of transportation.
Advised and Not Advised to have a Colonoscopy
As shown in Chapter Two, an important institutional level factor predicting CRC
screening uptake is whether or not an individual was advised to have a colonoscopy by a primary
care doctor or medical professional. As will be shown below, both African American men and
women discussed never being advised to have a colonoscopy. There were not any significant
differences observed between the men and women interviewed, but important to note that overall
some of the people interviewed were not being advised to get screened.
Almost half of the women respondents said they had never been advised to have a
colonoscopy. This was attributed in some instances, to not being engaged in regular healthcare
due to lack of insurance. “It’s been a while since I had a physical so [haven’t been told
anything]” (CRC1). But other women who had routine contact with medical professionals
discussed not being informed about the procedure.
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“…when my home health nurse comes, she does not [advise me to have a
colonoscopy], I don't know really… I've never asked, I wish I should ask if it
was tested specifically to find out if I'm having problem.” (CRC5)
“I never knew you had to be a certain age to start having [colonoscopies],
because when I turned 50 [and my doctor told me to], I would have had one”
(CRC30)
“Maybe because my doctor never pressed, really pressed to have a
[colonoscopy], I never really thought about having it done” (CRC5)
A lesser portion of interviewed men discussed never being advised to have a
colonoscopy. Similar to women, this was attributed to lack of engagement in primary care or
lack of insurance coverage. However, some men mentioned that they had simply never been told
by a medical professional to have a colonoscopy.
“No, no doctor ever told me [to get a colonoscopy].” (CRC11)
“Some hospitals, places you go to a clinic, they don’t really talk to you about
the colon test.” (CRC13)
Summary of Theme
The group presented above represents a portion of African American men and women
interviewees who stated they never had been advised to have a colonoscopy. This lack of
medical suggestion, as shown in Chapter Two, has been linked to not engaging in CRC
screening. This can potentially be linked to other attitudes and opinions about CRC in future
research as will be discussed in Chapter Five.
Summary
The findings presented in this chapter begin to demonstrate potential differences in
barriers to screening among African American men and women who have not engaged in CRC
screening. These findings also shed light on new barriers that are not as frequently discussed in
the literature but could assist in increasing screening rates among unscreened individuals. These

99

themes and resulting data discussed above will be used to examine study implications, answer
research questions (i.e., are there differences in barriers to screening among men and women),
and explore implications for public health practitioners.
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Chapter 5: Discussion
Study Overview
Colorectal cancer is observed to have relatively high 5-year survival rates when the
cancer is detected early. The NCI reports that the overall 5-year survival rate for CRC is 64.9%
for the years 2005-2011 (NCI, 2016). When CRC is detected in the early stages (i.e., localized),
then 5-year survival rates jump to 90.1% for the years 2005-2011 (NCI, 2016). This points to the
public health significance of exploring the barriers to early CRC screening in order to inform and
develop interventions aimed at increasing early, routine screening, particularly among African
American men and women (Gupta et al., 2014). In order to develop these interventions, it is
important to understand the factors influencing screening decisions. In keeping with this call by
Gupta et al. (2014), the primary aims of the current study were 1) to understand the gender
differences in barriers to screening among unscreened African American men and women and 2)
to explore the existence of any additional barriers to early screening not currently discussed in
the literature.
An essential component of intervention planning and development is the understanding
of the population for which the intervention is aimed (Bartholomew, et al., 2011). A qualitative
methodology was employed in this study because of its ability to create an open-ended
framework for participants to express individual knowledge, attitudes, and beliefs about a
specific topic, in this case CRC and CRC screening (i.e., colonoscopies) (Patton, 2002). African
American men and women, who had not engaged in CRC screening, over the age of 50 years
were recruited to participate in a 45-60 min interview assessing their perceptions around CRC
and CRC screening. A total of 32 individuals participated in the study – 15 women and 17 men –
and shared their perceptions about this public health issue. The results of this research provides
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implications for public health practice and future research aimed at increasing engagement in
early CRC screening.
This chapter will provide a review and discussion of the findings, which incorporates
themes – developed through the use of Constructivist Grounded Theory (Charmaz, 2006) – from
Chapter Four. Following the findings discussion, the limitations discussion will explore
weaknesses in the current study. There will also be a discussion of the implications these
findings have for public health practice, as well as recommendations for future research.
Qualitative data gathered through this study were able to address the research questions
of this dissertation. The successful sampling in targeted zip codes provided rich data from
communities where CRC screening is likely to be low and could potentially benefit from
interventions guided by the study’s findings. Additionally, the aspect of trustworthiness of the
qualitative data can be vouched for as the significance of the results represent populations most
at risk of either not engaged in CRC screening or very late screening and least likely to have
access to preventative healthcare services (Patton, 2002). The concept of credibility was adhered
to through my knowledge and familiarity with the community, which allowed for a trusted space
where participants could comfortably and freely discuss this topic (Patton, 2002). Additionally,
credibility was achieved via the ways in which codes linking to larger themes were
systematically analyzed and guided by the Constructivist Grounded Theory approach (Charmaz,
2009; Patton 2002).
The discussion below will cover overarching thematic ideas that were the most poignant
findings from Chapter Four while answering the primary research question: what, if any, are the
difference in barriers to CRC screening among unscreened African American men and women.
Additional discussions will delve into existing barriers found in the literature and provide deeper
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understanding, gained through qualitative methods, of how these barriers are viewed by
unscreened African American men and women.
Gender Differences in Barriers to Colonoscopies
As discussed in the literature, women overall have been found to engage in CRC
screening at a lower rate than men (Brawarsky et al., 2003; Brawasky et al., 2004; Breen et al.,
2001). Relatively little is known in the literature about the reasons why women are less likely to
be screened (Friedman-Sanchez, et al., 2007). Even less is known about the differences between
African American men and women and the studies that do exist have found conflicting results
about the factors underlying differences in CRC screening among men and women (FriedmanSanchez et al., 2007).
One of the prominent differences in barriers to screening between African American men
and women in these interviews was the idea that the colonoscopy procedure itself was perceived
as an affront to a person’s manhood. This idea of masculinity and heterosexual presentation as
barriers to screening is not necessarily new and in the literature there is evidence of research that
came across this theme of the sexual connotation of the colonoscopy (Bass et al., 2011),
heterosexual presentation as a barrier to screening (Christy, Mosher, & Rawl, 2014), and the
colonoscopy as a threat to a person’s masculinity (Bass et al., 2011; Christy et al., 2014).
The results from the current study confirm these initial findings in the literature around
barriers to CRC screening. Additionally, the study’s findings adds to CRC screening literature
the idea of the larger trope of masculine identity as it is conceptualized by African American
men and women. For example, African American women interviewees ascribed the idea of
men’s masculine identity and masculine norms as being a likely barrier to CRC screening for
men. Therefore, this barrier to screening was not something only perceived by African American
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men when discussing the procedure. African American women pulled from culturally ascribed
meanings of manhood and masculinity to determine that, based on this shared meaning of what
masculinity looks like, African American men would have a difficult time engaging in CRC
screening. This focus on masculine identity and masculine norms as barriers to engagement in
CRC screening is a developing conceptual framework seeking to understand CRC screening
behaviors among men.
A recent position paper published in the American Journal of Men’s Health called for the
inclusion of theories of masculinity when researchers attempted to understand CRC screening
behaviors, particularly endoscopic screening (Christy et al., 2014). The authors stated the need to
incorporate thoughts and principles of these theories and theorists in public health research in
order to more adequately and more richly discuss how men may perceive, and ultimately engage
with, an endoscopic procedure (Christy et al., 2014). Interestingly, the author’s proposed
conceptual framework incorporated additional themes that emerged from this study’s interview
findings – Men not serious about preventative healthcare.
Throughout the interviews, both African American men and women acknowledged that
men, overall, were less likely to take preventative healthcare seriously when compared to
women. The is confirmed in several studies in the literature where engaging in preventative
health care or any health seeking might be viewed by men (all men, not just African American)
as feminine or weak; an attribute that contradicts masculine norms (Addis & Mahalik, 2003;
Christy et al., 2014; Courtenay, 2000; O’Brien et al., 2005). Similar to African American
women’s comments about the potential for men to perceive a colonoscopy as an affront to their
manhood, women interviewed also shared the belief with interviewed men, that, overall, men do
not engage in healthcare as routinely or seriously as women. This helps foster the idea that these
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beliefs and values ascribed to manhood are larger than just one gender group. They transverse
sex and speak to an idea of a shared cultural understanding of the masculine identity.
Utilizing theories of masculinity in CRC screening research has the potential to shed light
on how to intervene in order to increase screening uptake among African Americans in the MidSouth. Studies have shown that when men affirm norms associated with masculinity (i.e.,
avoidance of femininity, self-reliance, heterosexual self-presentation, and risk-taking), they are
more likely to perceive barriers to positive health behaviors, less likely to take positive health
promoting actions, and more likely to engage in risky health behaviors (Boman & Walker, 2010;
Courtenay, 1999; Christy et al., 2014; Mahalik, Burns, & Syzdek, 2007; Marcell, Ford, Pleck, &
Sonenstein, 2007; Springer & Mouzon, 2011). Other interventions (i.e., active lifestyle, prostate
screening) have focused on these masculine norms, with some success, in order to increase
engagement in health promoting behaviors including physical activity, cancer screening, and
(Cornish, McKissic, Dean, & Griffith, 2015; Griffith, King, & Allen, 2013; Langford, Griffith,
Beasley, & Braxton, 2014). This points to the potential success for similar interventions around
CRC screening among African American men as well as the usefulness of employing theories of
masculinity to understand CRC screening decisions and behaviors.
When examining gender differences in barriers to CRC screening among African
American men and women, interviewees of both sexes pointed to men’s hesitancy to have a
colonoscopy because of the invasive nature of the procedure. Men and women we interviewed
discussed how this procedure might be perceived as a threat to a man’s masculine identity.
Linking this data to research in the literature further solidifies this barrier difference and ties
other found gender differences together. By utilizing masculinity theory and masculine norms,
these identified barrier differences become intertwined in a more comprehensive explanatory
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framework (Christy et al., 2014). For example, the perception that men are not as serious about
their health aligns with the masculine norm of avoiding femininity or appearing weak (Christy et
al., 2014). Through the interview data, African American men and women expressed the idea
that women are more serious about preventative health; again, this confirms a masculine norm
that women (i.e., the feminine) are more knowledgeable, aware, and concerned with seeking
preventative healthcare (Christy et al., 2014).
When discussing colonoscopies, African American men and women brought up ideas of
homosexuality, threats to masculinity, and ideas of manhood. These data points link with the
above gender difference and fit nicely within the masculinity norms framework. Men viewed the
procedure as intrusive and as a violation. Some interviewed men alluded to the idea that
homosexual men may not mind the procedure as much as a heterosexual man. These ideas and
norms align with the masculine norm of heterosexual self-presentation (Christy et al., 2014).
This norm requires men to avoid any behavior that might be perceived as homosexual (Christy et
al., 2014). This goes further than typical avoidance to include disdain for homosexuality and
homosexual acts (Christy et al., 2014). Negotiating and acknowledging these deep seated identity
concepts is crucial in future research around CRC as well as intervention planning and
development.
Faith and Fatalism
Throughout the course of the interviews, the importance of faith was frequently
mentioned as a factor in not only specific decisions, but in everyday life. Both African American
men and women alluded to this concept of faith and how it impacted their health related
behaviors. In these comments, participants discussed their faith in a higher being that would
provide or take care of them if a serious health event occurred. Additionally, participants
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discussed how praying was a way to aid in preventing cancer, as well as other negative health
outcomes. This reliance on faith carries with it fatalistic components as well. For example, as
participants discussed their faith, they underpinned this with a resulting conclusion that either a
person does not have to worry about a negative health outcome or there is nothing one can do to
prevent this undesired outcome since it was up to a higher being.
Faith and fatalism, and their relationship to health beliefs and behaviors, have been
frequently discussed in the literature (Drew & Schoenberg, 2011; Efuni, DuHamle, Winkel,
Starr, & Jandorf 2015; Hotz, 2015; Lumpkins et al., 2013; Mitchell, Manning, Shires, Chapman,
& Burnett, 2015; Powe, 1996; Roussi & Miller, 2014; Thompson, Bugbee, Meriac, & Harris,
2013). Studies have found that individuals with higher scores of fatalism are less likely to engage
in cancer screening (Miles, Rainbow, & Von Wagner, 2011; Philip, DuHamel, & Jandorf, 2010).
This corresponds with findings in the current study as well. Fatalism has also been shown to be
correlated with racial/ethnic minorities and lower socioeconomic status (Powe, 1995). Given the
characteristics of the participants of this study (i.e., African American and lower income), it is
not surprising that this overarching theme emerged in various discussions throughout the
interviews.
Given the way in which faith and fatalism encompass an individual’s worldview, how do
public health practitioners go about intervening to overcome this barrier to engaging in health
behaviors, like CRC screening? A recent article postulates that through meaningful engagement
with community members and a true respect of their worldview, a switch that links faith from
fatalism to hope can occur (Hotz, 2015). This type of approach to addressing fatalistic attitudes
can easily be used to discuss CRC screening. In addition to community engagement and respect,
researchers have found that providing sound educational interventions, with realistic steps, can
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help participants reduce the sense of fatalistic helplessness and engage in health protective
behaviors (Philip et al., 2010).
An ethnography examining health behaviors among individuals living in Appalachia
provides a contrarian voice to this dominant view of fatalism and health (Drew & Schoenberg,
2011). Drew and Schoenberg argue that the concept of fatalism alone is too simplistic a construct
that takes focus away from the political economic forces that impact health, health behaviors,
and health beliefs (2011). For example, by living in poverty, a number of linked determinants of
health (e.g., low educational attainment, lack of access to medical care, low income labor) all
work together to contribute to adverse health outcomes (Drew & Schoenberg, 2011). This
confluence of factors, combined with realities of living in poverty, create situations where cancer
prevention is not likely a high priority issue for day-to-day existence (Drew & Schoenberg,
2011). This contributes to people living in high poverty areas being exposed to individuals with
late-stage cancer diagnosis, intense treatment regimens, and higher likelihood of death (Drew &
Schoenberg, 2011). These are important factors to bear in mind when attempting to understand
or intervene to address a particular health behavior such as CRC screening in lower income
communities.
Faith and fatalism were observed to be linked concepts in the interviews conducted with
both African American men and women. These concepts are well-reported on in the literature,
particularly in studies with low-income, minority, marginalized populations (Drew &
Schoenberg, 2011). While these play an important role in cancer screening decisions, it is
important to not overlook larger social and political economic factors that contribute to disparate
health outcomes for CRC, and other diseases, in these communities and, ultimately, play a role in
shaping individual ideas of fatalism.
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Implications for Public Health Practice
The findings from the current study have several implications for public health practice.
As mentioned in Chapter 1, Gupta et al. (2014), released a call-to-action around CRC screening
and CRC disparities. The researchers highlighted four priority areas necessary to reduce the
disparities related to CRC mortality rates:
1. Actively promote message that “best test is the one that gets done”
2. Develop and implement methods to identify unscreened individuals within underserved
population groups for screening interventions
3. Develop and implement approaches for organized screening delivery
4. Fund and enhance screening, diagnostic follow-up, and treatment for underserved
populations.
The data from the current study have implications to address numbers 2 and 3 of these
priority areas. These are primarily associated with how interventions to increase CRC screening
are targeted and developed in underserved, unscreened populations. These includes: creation of
new gender-specific interventions and messaging; modifying existing interventions; and
geographically target interventions based on CRC incidence and mortality data.
Gender-specific CRC Interventions
Currently in the literature, there is no solid evidence-based program for CRC screening
that is gender-specific. Given that participants in the current study mentioned having a separate
intervention for male and females, this is a potential area for public health practice. Incorporating
some of the differences in gender found in the current data (e.g., stigma/embarrassment for men;
pain concerns for women) into an intervention program might increase a person’s likelihood of
engaging in screening. Additionally, the shared experience of having a same-sex facilitator of the
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intervention might alleviate any potential embarrassment around certain questions that might
come up for the colonoscopy.
Modifications of Existing Interventions
It is possible to utilize already existing CRC programs and modify them based on the
findings from this study as well as enhance the interventions with tangible support such as
transportation services, community navigator, and peer support. One of these evidence-based
programs is the Educational Program to Enhance Colorectal Cancer Screening (EPICS) (Smith &
Blumenthal, 2013). EPICS involves community health educators who deliver a tailored
education session around CRC. This educational intervention could be easily modified to
incorporate sessions that are targeting females or males only. Additionally, co-ed sessions could
continue to provide participants with an opportunity to choose which would fit their needs the
best.
Geographically Targeted Interventions
The current study incorporated components of Geographic Information Systems (GIS) in
the study background and sampling strategy. GIS could be adapted to targeted interventions
based on location to better address those areas of a community where CRC incidence and
mortality are particularly high as compared to the rest of the community. Additionally, data
about screening behaviors could be incorporated into GIS to better understand the specific needs
and activities of a community and tailor existing interventions to meet the community where they
are. Finally, GIS has the capability of conveying the complexity of social determinants and CRC
incidence and mortality is a digestible format to policymakers, public health practitioners, and
community members.
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Limitations
The current study is a qualitative study, which does not intend to generalize findings to a
wider population. Rather, this study’s design sought to provide rich data about the potential
barriers to CRC screening among African American men and women. That being said,
qualitative research relies heavily on self-reported data. This is one potential limitation of the
current study. This includes participants’ selective memory about colonoscopies and CRC
screenings. Given that interview data represented the sole data source for the study, this data
cannot be triangulated to potentially acknowledge any potential biases in the findings.
One limitation is the lack of ability to have multiple interviewers available for data
collection. It is import to acknowledge the potential influence of a white male interviewing
African Americans on the participants’ discussion. While, subjectively I feel that I was able to
make participants feel comfortable in the interview and made them feel free to share their
opinions, I cannot rule out completely what influence my gender and race had on the data.
Ideally, having at least one female interviewer in addition to myself could have addressed some
of these potential response biases. It should be noted, that my personal background involves
growing up in predominately African American neighborhoods that were low to lower middle
income. I literally come from many of the communities where I interviewed participants and this
aspect has contributed to comments from these community members indicating that I am “one of
us”.
Another limitation is in the sample selection. Participants were sampled based on a
convenience sample approach, which could have led to a self-selected, skewed sample. However,
the population of most interest in the current study, African American men and women who were
unscreened, were enrolled in the study from the targeted areas. Finally, the eligibility of age as
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well as history of CRC screening was based on participant self-report and could not be
independently verified due to feasibility issues.
Recommendations for Future Research
Based on the findings from this study, I recommend two potential areas for future
research: randomized community-based trials for gender-specific CRC interventions and
examining gender differences using more rigorous research methods.
Randomized Community-based Trials for Interventions
While participants suggested that gender-specific interventions might be a potential
approach to increase screening and the interview data suggests that differences in barriers do
exist between men and women, the next step would be to test if these modifications actually
change CRC screening behavior. One approach to test this hypothesis would be to employ a
randomized clinical trial with three research options for CRC interventions. This would involve
grouping the participants as: male/female together; males separately; and females separately.
Randomly assigning participants to the intervention groups according to their gender, along with
follow-up to assess their engagement in screening, could assist in determining if having separate
interventions do indeed reduce barriers and increase screening uptake. Understanding the related
cost and benefit of the different interventions could assist public health agencies and community
organizations in determining the efficacy of taking this approach to CRC screening interventions.
Further Examining Gender Differences
As this study and other exploratory studies found in the literature provide preliminary
evidence for differences in CRC screening barriers among African American men and women.
The current study utilized qualitative methods specifically to explore the potential barriers that
exist between African American men and women. While this method provides rich data, it does
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not lend itself to generalizability to a wider population. Given the potential thematic areas and
the use of established frameworks (e.g., HBM), the data generated from these qualitative studies
could be systematically reviewed in order to develop a questionnaire aimed at examining the
existence of barriers by gender in other ethnic groups and geographical areas. This process
would involve the creation and validation of a survey instrument which could then be
administered to a wider population. This would increase the potential to explore gender
differences by race/ethnicity and or region.
Conclusion
After prolonged engagement in this qualitative study dealing with challenges in
recruitment to analyzing and writing the results, it resulted in some useful information that was
previously reported in the literature. Even more importantly, the information gathered and
presented can be used to address CRC health disparities experienced by African Americans
living in the Mid-South and other similar area Additionally, the data gathered provides a rich
source for further qualitative and quantitative study in the future for me and other researchers.
For example, examining ideas around fatalism and faith that were not central to the current
research study aims, but were identifying important themes in this study.
This study provides some insight into the complexity involved in health decision-making
processes by individuals living in low income settings. During the recruitment process, I
personally went into senior housing complexes overseen by the Memphis Housing Authority.
The populations living in these towers represent some of the more underserved of the City of
Memphis. One of the lessons learned from this study was the importance of engaging the
community in order to understand their specific health concerns. The context and environment,
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particularly when it involves poverty and racial disparities, is as important as the health outcome
one is seeking to understand.
There are several potential areas of public health practice that can be informed by the
current study. It is my intention to share the findings of this study with local public health
practitioner groups and other cancer-related interest groups so that it may spur further
conversation around barriers to CRC screening. Hopefully, it will lead to additional research
questions – how to address men’s stigmatization of colonoscopies? How to tailor interventions
so all target groups feel comfortable? – And ultimately contribute towards the reduction of CRC
incidence and mortality rates in this very preventable cancer.
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APPENDIX A: Interview Guide
Hodges - Interview Guide Study: Exploring gender differences in barriers to colorectal cancer
screening among African Americans in the Mid-South 10/27/2014
Introduction: The purpose of these interviews is to learn about some of the reasons why men and
women may not participate in screening procedures to check for early signs of colorectal cancer.
The screening test we will be talking about today is called a colonoscopy. If you do not feel
comfortable answering a certain question, you do not have to. None of your personal information
will be recorded during this interview and your answers will not be attached to your name in any
final reports. At the end of the interview, I will provide you with a fact sheet about colorectal
cancer, screening options including colonoscopies for your information.
Knowledge/Awareness
1. Can you tell me what you know about colorectal cancer (COLORECTAL CANCER)?
2. What puts a person at risk for getting COLORECTAL CANCER?
3. Have any of your family members, friends, or co-workers been diagnosed with
COLORECTAL CANCER? a. Please tell me a little bit about what happened in those cases.
4. How common do you think COLORECTAL CANCER is in your community?
5. There are several different tests that people can do to find COLORECTAL CANCER at early
stages. Have you heard of any of these tests?
a. If yes, which ones?
b. What have you heard about these tests?
6. Can you tell me what you know about the test called a colonoscopy?
a. What is it for?
b. Who should have one?
c. What ages should a person start having one?
d. What does the test involve?
e. What’s the benefit of this test?
Examining Barriers to Colonoscopy
Introduction: Studies show that even though colonoscopies are recommended, lots of people,
especially men, are not having them done. I am interested in hearing about some of the reasons
why this is true.
7. Do you think it is necessary to have a colonoscopy done?
8. Can you tell me some of the reasons why you have not had a colonoscopy?
Individual Level Factors
9. Please tell me how much concern you have about the possibility of developing
COLORECTAL CANCER? a. Do you feel that you are at risk for getting COLORECTAL
CANCER?
b. What do you think puts you at a lesser risk of developing COLORECTAL CANCER?
c. What do you think puts you at greater risk for developing COLORECTAL CANCER?
10. In your opinion, does having a colonoscopy reduce a person’s risk for developing
COLORECTAL CANCER? a. What are some of the reasons you think that having a
colonoscopy may reduce this risk?
11. In your opinion, do you think having a colonoscopy is good for your health?
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12. What are some of the concerns you have with colonoscopies?
a. Pain?
b. Embarrassment?
c. The sedation?
d. The overall process?
e. Your safety during the process?
f. Your trust of the medical professionals?
g. Any other concerns?
Community Level Factors (interpersonal, familial)
13. Do you know of anyone in your family or community that has had a colonoscopy?
a. If yes, what did they say about the experience?
b. What do you think caused them to have the test done?
c. If yes, how did their experience impact you?
i. Did it create or reduce any concerns?
ii. Did it make the process seem easier or more difficult?
d. If no, what are some of the reasons you feel that they are not having colonoscopies
done?
14. Do you know of anyone in your family or community that has had any other type of
colorectal cancer screening test such as FOBT card, or sigmoidoscopy?
a. If yes, what did they say about the [insert test] experience? What do you think caused
them to have the test done?
b. If yes, how did their [insert test] experience impact you? i. Did it create or reduce any
concerns?
ii. Did it make the process seem easier or more difficult?
c. If no, what are some of the reasons you feel that they are not having colonoscopies
done?
15. What family or friend support available that would be able to help you if you had a
colonoscopy test done? For example, drive you to or pick you up from the procedure.
16. If you wanted to learn more about colonoscopies (how to get one done, the costs, etc.), who
would you feel most comfortable talking to about this? Probes: your doctor or member from the
medical team? A family member or friend? Someone from the community or church?
Institutional Level Factors
17. Has anyone ever advised you to have a colonoscopy?
a. Family members? Doctors? Friends?
b. If so, what did they say exactly about having the test done?
c. If not, why do you think they have not recommended a colonoscopy?
18. Has anyone ever advised you to have any COLORECTAL CANCER screening test?
a. Family members? Doctors? Friends?
b. If so, what did they say exactly about having the [insert test] done?
c. If not, why do you think they have not recommended a [insert test]?
19. Do you feel like you know the process for scheduling a colonoscopy appointment? Probes:
who to call?
20. Checking if your insurance would cover the procedure?
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21. Checking into the cost?
Gender Differences
22. Thinking back about some of the reasons why you or other people might not engage in a
colonoscopy, do you think there are differences in these reasons among men and women?
a. If yes, what do you think are the reasons behind these differences?
b. If no, what do you think are the reasons behind these similarities?
23. If there was a program to get more people to have a colonoscopy, would there be need to be
different approaches for men and women to get a screening?
a. What would these approaches be for men and women?
b. Why would these approaches be better for men/women?
Visioning Exercise
Instructions: Read aloud the brief step-by-step process an individual would likely go through
when engaging in his/her first colonoscopy (i.e., referral from PCP, setting up the colonoscopy
appointment, asking for time off work, preparation for the test day, etc..). After reading the
process, follow-up with the questions below.
24. Thinking about this process I just read, which steps seem to be potentially the most difficult?
Which ones seem to be the easiest?
25. Are there any new problems with getting a colonoscopy that came up that you did not
previously think about?
26. What would be some ideas you have for making it easier for you to participate in getting a
colonoscopy?
27. Finally, are there any other issues, concerns, problems that would need to be addressed
before you would participate in a colonoscopy?
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APPENDIX B: Participant Recruitment Flyer

University of Memphis:
School of Public Health

Volunteers Wanted for Research Study
!
Exploring!gender!differences!in!barriers!to!colorectal!cancer!
screening!among!African!Americans!in!the!Mid7South!!

!
The!purpose!of!this!study!is!to!learn!about!some!of!the!reasons!why!men!
and!women!may!not!participate!in!screening!procedures!to!check!for!early!
signs!of!colorectal!cancer.!This!study!will!involve!a!one:time!interview!
lasting!about!45:60!minutes.!!

Who is eligible to participate?
• African American Men and Women
• Between 50 and 65 years old
• Who have NEVER HAD a screening to test for colorectal
cancer (for example, a colonoscopy)
Those who participate in the interview will receive a fact sheet
about colorectal cancer and be provided information on
colorectal cancer services in the community.
You will receive a $10 gift card for completing the interview.
To learn more about this research or schedule an interview, please contact Jason
Hodges
(cell phone) 253-306-6041
(office phone) 901-791-4836
(email) jhodges@memphis.edu
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APPENDIX C: Informed Consent Document
Consent to Participate in a Research Study
Exploring gender differences in barriers to colorectal cancer screening among African
Americans in the Mid-South
WHY ARE YOU BEING INVITED TO TAKE PART IN THIS RESEARCH?
You are being invited to take part in a research study about colorectal cancer (CRC) and
colorectal cancer screening. You are being invited to take part in this research study because you
are an African American between the ages of 50 and 65 and you have not engaged in any CRC
screening activities. If you volunteer to take part in this study, you will be one of about 40 people
to do so.
WHO IS DOING THE STUDY?
The person in charge of this study is Jason Hodges of University of Memphis School of Public
Health. He is being guided in this research by Dr. Satish Kedia.
WHAT IS THE PURPOSE OF THIS STUDY?
The purpose of these interviews is to learn about some of the reasons why African American
men and women may not participate in screening procedures to check for early signs of
colorectal cancer. The main screening test we will be talking about today is called a
colonoscopy. If you do not feel comfortable answering a certain question, you do not have to.
None of your personal information will be recorded during this interview and your answers will
not be attached to your name in any final reports. At the end of the interview, I will provide you
with a fact sheet about colorectal cancer and colonoscopies for your information.
By doing this study, we hope to learn about the barriers or obstacles to getting colorectal cancer
screening.
ARE THERE REASONS WHY YOU SHOULD NOT TAKE PART IN THIS STUDY?
You should not take part in this study if you are not between the ages of 50 and 65 or you HAVE
engaged in any type of colorectal cancer screening test (such as, a colonoscopy, FOBT – fecal
occult blood test).
WHERE IS THE STUDY GOING TO TAKE PLACE AND HOW LONG WILL IT
LAST?
The interview will be conducted at a private location that is most convenient to you. The total
amount of time you will be asked to volunteer for this study is during a one-time interview that
will last about 45-60 minutes.
WHAT WILL YOU BE ASKED TO DO?
As part of the study, you will be asked to participate in a 45-60 minute interview. This interview
will involve questions about colorectal cancer and colorectal cancer screening. These questions
will be about your thoughts about colorectal cancer and screenings and barriers or facilitators
that you think would make it more or less likely for you to participate in a colorectal cancer
screening such as a colonoscopy.
WHAT ARE THE POSSIBLE RISKS AND DISCOMFORTS?
To the best of our knowledge, the things you will be doing have no more risk of harm than you
would experience in everyday life.
You may find some questions we ask you to be upsetting or stressful. If so, we can tell you about
some people who may be able to help you with these feelings.
WILL YOU BENEFIT FROM TAKING PART IN THIS STUDY?

131

There is no guarantee that you will get any benefit from taking part in this study. However, we
will provide you with a colorectal cancer fact sheet after the interview. Your willingness to take
part, however, may, in the future, help society as a whole better understand how to effectively
prevent colorectal cancer.
DO YOU HAVE TO TAKE PART IN THE STUDY?
If you decide to take part in the study, it should be because you really want to volunteer. You
will not lose any benefits or rights you would normally have if you choose not to volunteer. You
can stop at any time during the study and still keep the benefits and rights you had before
volunteering.
IF YOU DON’T WANT TO TAKE PART IN THE STUDY, ARE THERE OTHER
CHOICES?
If you do not want to be in the study, there are no other choices except not to take part in the
study.
WHAT WILL IT COST YOU TO PARTICIPATE?
There are no costs associated with taking part in the study.
WILL YOU RECEIVE ANY REWARDS FOR TAKING PART IN THIS STUDY?
You will receive a $20 Kroger Gift Card for taking part in this study.
WHO WILL SEE THE INFORMATION THAT YOU GIVE?
We will make every effort to keep private all research records that identify you to the extent
allowed by law.
Your information will be combined with information from other people taking part in the study.
When we write about the study to share it with other researchers, we will write about the
combined information we have gathered. You will not be personally identified in these written
materials. We may publish the results of this study; however, we will keep your name and other
identifying information private. Your name will not be attached to any of the interview
information. The transcripts from the interviews will be coded with a Research ID. This research
ID will not be linked to any name, only certain demographic information.
We will make every effort to prevent anyone who is not on the research team from knowing that
you gave us information, or what that information is. We will keep private all research records
that identify you to the extent allowed by law.
CAN YOUR TAKING PART IN THE STUDY END EARLY?
If you decide to take part in the study you still have the right to decide at any time that you no
longer want to continue. You will not be treated differently if you decide to stop taking part in
the study.
The individuals conducting the study may need to withdraw you from the study. This may occur
if you are not able to follow the directions they give you, if they find that your being in the study
is more risk than benefit to you, or if the agency funding the study decides to stop the study early
for a variety of scientific reasons.
WHAT IF YOU HAVE QUESTIONS, SUGGESTIONS, CONCERNS, OR
COMPLAINTS?
Before you decide whether to accept this invitation to take part in the study, please ask any
questions that might come to mind now. Later, if you have questions, suggestions, concerns, or
complaints about the study, you can contact the investigator, Jason Hodges at 253-306-6041. If
you have any questions about your rights as a volunteer in this research, contact the Institutional
Review Board staff at the University of Memphis at 901-678-2705. We will give you a signed
copy of this consent form to take with you.
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What happens to my privacy if I am interviewed?
Any identifying information, for example, your name, will not be connected with the information
you provide in the interview. Once the interview is completed and the information is transcribed,
a Research ID will be created for each interview transcript. Only the lead investigator will know
the link between the Research ID and demographic information. Names will not be linked by the
Research ID.
_________________________________________ ____________
Signature of person agreeing to take part in the study Date
_________________________________________
Printed name of person agreeing to take part in the study
_________________________________________ ____________
Name of [authorized] person obtaining informed consent Date
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APPENDIX D: Sociodemographic Survey
1. What is your current address? _________________________________________________
2. How long have your lived at this address? (in years/months)
_________________________________
3. What is your current age in years?

!
!
!
!
!
!

__________!

4. What was your total household income last year, before
taxes?

□!
□!
□!
□!
□!
□!

!

Less!than!$20,000!
$20,000R$29,999!
$30,000R$49,999!
$50,000R$59,999!
Over!$60,000!
Decline!to!answer!

___________!
5. How many people live with you in your home?
6. Please circle if you are: Male Female Prefer not to answer

!
!

7. Are you of Hispanic, Latino/a, or Spanish origin? One or more categories may be selected.

□!
□!
□!

No,!not!of!Hispanic,!Latino/a,!or!Spanish!origin!
Yes,!Mexicana,!Mexican!American,!Chicano/a!
Yes,!Puerto!Rican!

□!
□!
□!

Yes,!Cuban!
Yes,!another!Hispanic,!Latino,!or!Spanish!origin!
Decline!to!answer!

!

8. What is your race? One or more categories may be selected

□!
□!
□!
□!
□!
□!
□!
□!

□!
□!
□!
□!
□!
□!
□!

White!
Black!or!African!American!
American!Indian!or!Alaska!Native!
Asian!Indian!
Chinese!
Filipino!
Japanese!
Decline!to!answer!
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Korean!
Vietnamese!
Other!Asian!
Native!Hawaiian!
Guamanian!or!Chamorro!
Samoan!
Other!Pacific!Islander!

!
!

9. What is the highest level of school, training, or vocational training
that you have finished? Check only one box.

□!
□!

Less!than!9th!grade!

□!

High!school!graduate!(or!GED)!

th

th

9 R12 !grade,!no!diploma!or!GED!

□!
□!
□!

Some!college!(no!degree)!
Bachelor’s!degree!
Graduate!or!professional!
degree!

Associate’s!degree!or!Vocational!
□ Decline!to!answer!
Training!
□! Other!(please!specify)!_________________________!

□!

10. What is your marital status? Check only one box:

□!
□!
□!
□!

Divorced!
Married!
Never!married/Single!
Other!(please!specify)!_____________________!

□!
□!
□!
□

Separated!
Unmarried!partner!
Widowed!
Decline!to!answer!

11. What is your primary health insurance plan? This is the plan which pays the medical bills first or
pays most of the medical bills (Check only one box)

□!
□!
□!
□!
□!
□!
□!
□!

Private!health!insurance!(Blue!Cross/Blue!Shield,!Kaiser,!Cigna,!Aetna,!etc)!purchased!from!your!
employer!or!workplace!
Private!health!insurance!(Blue!Cross/Blue!Shield,!Kaiser,!Cigna,!Aetna,!etc)!purchased!directly!from!an!
insurance!company!
Medicare!
Medicaid!
Military,!Tricare,!CHAMPUS,!or!the!VA!
Indian!Health!Service!
No!health!plan!of!any!kind!
Don’t!know/Not!sure!

!
!

12. Has anyone in your family ever had colorectal cancer?

□!

Yes!
If!yes,!who!(spouse,!brother,!mother,!etc.):!
□! No!
□! Not!sure!

13. Have you ever had any of the following types of cancer screenings?

□!
□
□!
□!

Mammogram!(for!breast!cancer)!
Pap!smear!(for!cervical!cancer)!
Prostate!exam!(for!prostate!cancer)!
None!of!these!

THANK YOU FOR YOUR TIME AND FEEDBACK
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